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CHAPTER ONE 
OVERVIEW OF THE STUDY 
 
The perinatal problem identification programme classified the inconsistent use of 
obstetric triage by midwives as one of the causes of negative perinatal outcomes. 
This was evidenced by the delay in response of midwives to both real and potential 
clinical problems among women in labour. Despite the notable inconsistency, the 
existing literature has failed to address the experiences of midwives regarding the 
use of obstetric triage. However, good perinatal outcomes are achieved when 
obstetric triage is applied as described by various authors. This study was thus 
conducted to explore and describe the experiences of midwives with regard to the 
use of obstetric triage in Bojanala district.  
 
A qualitative, contextual, explorative, descriptive and phenomenological research 
design was employed. Purposive random sampling was used to select midwives who 
met the inclusion criteria from the population of midwives who were willing to 
participate in the study. A total of nine midwives attended a semi-structured, one-on-
one interview with the researcher, which resulted in data saturation. One central, 
open-ended question “what is your experience of the use of obstetric triage” was 
posed to all the participants and was followed by probing. 
 
In respect of the participants as human subjects, ethical considerations were 
adhered to throughout the study (Burns, Grove & Sutherland, 2017:172). 
Trustworthiness was achieved by applying Lincoln and Guba’s measures, namely 
validity, reliability, transferability, dependability and authenticity (cited in Polit & Beck, 
2017:747). 
 
The shared experiences of midwives with regard to the use of obstetric triage were 
analysed using Collaizi’s seven steps of descriptive data analysis (cited in Creswell 
& Poth, 2018:202). Three themes emerged from the interview data as follows: The 
midwives experienced the triage tool to be inadequate, it was failing mothers and 
their unborn babies and compromising holistic midwifery care; the midwives 
experienced that the high influx of self-referred patients and the low staff numbers 
 2 
contributed to medical and obstetric-related complications – even deaths – and; the 
midwives were dissatisfied with management who did not support midwives or 
provide sufficient human and material resources. 
 
These findings were integrated into the existing and relevant literature. 
Recommendations were also made based on the identified factors which influenced 
the use of obstetric triage as expressed by the midwives through their experiences. 
These recommendations were supported by the existing relevant literature. The 
strengths of this study include the recommendation to formulate a comprehensive 
obstetric triage tool (Annexure O). The limitations thereof are presented in Chapter 
Four. 
 
1.1  BACKGROUND AND RATIONALE OF THE STUDY 
 
Initial assessment or obstetric triage of a woman in labour is a critical part of the 
admission of a woman in labour and it serves as a basis of the woman’s history. It 
should be performed on all women admitted for labour. It comprises of a series of 
various diagnostic tests and procedures, which include history taking about the onset 
of labour pains, frequency and intensity, spontaneous rupture of membranes, 
passage of show or vaginal bleeding, as well as the quality of the foetal movements 
(Department of Health (DOH), 2015:46).  
 
This also includes scrutiny of the antenatal records with specific attention to 
gestational age, routine antenatal blood results – including HIV status, to rule out the 
risk factors (DOH, 2015:37) – and physical examination, which includes monitoring 
of the maternal vital signs such as blood pressure, pulse rate, respiratory rate and 
temperature (DOH, 2015:48). Mathibe-Neke and Mondell (2017:191) highlight that 
pregnancy has emotional and psychological factors attached to it. As a result, the 
maternal psychological state in reaction to pregnancy and concerns regarding the 
process of labour and pregnancy are important and therefore needs to be assessed 
as well. 
 
Oedema in pregnancy may be a sign of pregnancy-induced hypertensive disorders. 
Anaemia carries a risk of causing post-partum haemorrhage in the third stage of 
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labour. An important examination, which is directly linked to the pregnancy and 
ongoing labour, is the abdominal examination. This is done to determine symphysis 
fundal measurement, foetal lie, attitude, volume of liquor, as well as palpation of the 
uterine contractions and uterine tone, and an estimation of the foetal weight (DOH, 
2015:46).  
 
Auscultation of the foetal heart rate before, during, and after the contraction is also 
possible (DOH, 2015:46). The initial cardiotocograph is very useful in identifying or 
anticipating foetal compromise very early in labour, which affords the midwife ample 
time to plan necessary interventions (Rahman, Renjhen & Dutta, 2012:146). 
 
Special investigations performed during labour include urine testing to exclude the 
presence of protein, glucose, and ketones. Rapid syphilis, rhesus grouping, 
haemoglobin level as well as HIV tests are also immediately performed if there are 
no results from the basic antenatal care. 
 
Guidelines on maternity care in various countries state that it is essential for all these 
rigorous tests to be performed (DOH, 2015:46). These are done with the aim of 
diagnosing existing and potential problems so that a proper midwifery plan of care 
can be designed and carried out for each individual patient (Baraki, Girmay, Kidanu, 
Gerensea, Gezehgne & Teklay, 2017:2). Rhoda, Velaphi, Gebhardt, Kauchali and 
Barron (2018:11) undertook an analysis of a perinatal problem identification 
programme of the maternity case records of patients admitted for labour in hospitals 
and health centres. They found that there were inconsistencies in the use of the 
initial assessment and obstetric triage, which led to a delayed or inappropriate 
response by midwives to the clinical problems of patients. These inappropriate 
responses were classified as factors that could be avoided within the healthcare 
system. The responses included inadequate patient monitoring and insufficient 
nurses to manage patients effectively. All these factors led to inappropriate and 
delayed responses by the midwives to patients experiencing clinical problems. 
 
Most related literature dating back to 1999, when triage in obstetrics came into 
existence, defines and associates the initial assessment of labour to obstetric triage 
(Angelini, 1999:431). It includes a series of examinations to evaluate foetal and 
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maternal well-being. An assessment of labour and all other procedures necessary in 
obstetric management is done on women admitted for labour (Greulich & Tarrant, 
2007:191). A registered midwife is the first point of contact for women in labour and 
the initial assessment of such women is the midwife’s responsibility (Ruhl, Scheich, 
Onokpisie & Bingham, 2015:710). Obstetric triage can also serve as a vital 
diagnostic tool, especially for those women admitted for labour who never booked or 
attended antenatal care clinics. During this assessment, all the relevant information, 
both objective and subjective, are collected and this leads to the diagnosis of pre-
existing and potential clinical conditions. Such findings then set the basis for 
prioritisation of patients (Ruhl, et al. 2015:710). 
 
Another vital role of initial assessment, which various writers described, is ensuring 
that patients are comprehensively examined on admission. Existing problems are 
identified, and the perinatal outcome and related potential problems can be 
anticipated, and both the foetus and mothers admitted for care can receive adequate 
treatment (Ruhl, et al. 2015:710; Floyd, Bryce, Ramaswamy, Olufabi, Srofenyoh, 
Goodman, et al. 2018:46; Rahman, et al. 2012:146). 
 
Patients in the public sector are dependent on the referral health systems to higher 
levels of care where they are to receive more advanced care based on their 
obstetric-related conditions and their midwife’s clinical judgement as per the DOH’s 
(2015:19) guidelines for maternity care. This causes a need for clear communication 
between the referring and referral facilities (Chagolla, Keats & Fulton, 2013:595). A 
proper and comprehensive initial assessment, as well as the documentation of 
findings of such assessment, provide a detailed clinical history which can easily be 
communicated to referral hospitals, health team members and midwifery staff 
members at the beginning, during and end of every shift (O’Rourke, Teel, Nicholis, 
Lee, Collwill & Srinnivas, 2018:265).  
 
The findings of several researchers, whereby standardised admission and obstetric 
triage procedures were performed on women in labour, proved that the quality of 
care and safety of such patients improved. This was because of the detailed 
exploration of their obstetric-related clinical findings during triage and plans for 
 5 
interventions were immediately employed (O’Rourke, et al. 2018:265; Austin & 
Calderon, 1999:585).  
 
Several researchers identified factors influencing the use of obstetric triage (Van 
Graan, Williams & Koen, 2016:281; Rhoda, et al. 2018:11). The findings include 
clinical judgement in healthcare, which refers to the fact that the midwives are at the 
forefront of receiving women in labour. They will have to rely on clinically objective 
and subjective data in order to make accurate diagnoses and consequently design a 
plan of care (Van Graan, et al. 2016:281). 
 
Another factor identified during the perinatal problem identification analysis was an 
avoidable factor directly related to the healthcare system, namely inadequate nursing 
staff to provide satisfactory care for women in labour. This includes the shortage of 
staff, and the personnel not being skilled and experienced enough, causing adverse 
outcomes including intrauterine foetal death and early neonatal deaths, among 
others (Rhoda, et al. 2018:12). 
 
The existing literature discusses good perinatal outcomes, which include safe 
delivery of live babies free from complications. This assessment is beneficial to 
patients, but it cannot be overlooked that these outcomes were achieved under 
research conditions where surveys, observations and participatory actions were 
used during the course of the study. As a result, the factors that could hinder 
midwives to consistently perform such an assessment were not considered or 
addressed. The participants could have easily carried out the assessment for the 
sake of the studies, and it is likely impossible to sustain in real day-to-day clinical 
settings. 
 
In order to maintain quality care in midwifery and ensure desired perinatal outcomes, 
it is of utmost importance to create an environment conducive for midwifery care. 
This is achievable by highly skilled midwifery personnel who are able to detect and 
identify real and potential problems and immediately react to it by planning and 
designing care specific for each woman to allow consistency in midwifery 
interventions (Floyd, et al. 2018:46). 
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1.2 RESEARCH PROBLEM STATEMENT 
 
Midwives are the first point of contact for women in labour and initial assessment of 
labour or obstetric triage remains their primary responsibility. The majority of 
pregnant women are dependent on the public maternal health services, ad midwife-
led obstetric units were established in the bigger cities of South Africa. As a result, 
these units are dependent on the referral system to higher levels of care and 
introduce essential steps in the management of obstetric emergencies. These steps 
are all dependent on the findings from correct obstetric triage of patients in labour 
(DOH, 2015:19). 
 
While the DOH wishes to develop midwives to assume increased responsibilities 
such as leading obstetric units, the rapid increase in population rates, inadequate 
staffing, with an expectation of good perinatal outcomes, remains a challenge for 
midwives entrusted with such important responsibilities.  
 
The literature on obstetric triage shows that good perinatal outcomes are achieved 
through its use (Ruhl, et al. 2015:710, 715). However, the literature does not address 
the factors and challenges encountered by the midwives. These include shortages of 
staff and the ever-increasing nurse-to-patient ratios, or what could be done to 
empower the midwives to overcome these challenges (O’Rourke, et al. 2018:265; 
Floyd, et al. 2018:12; Rahman, et al. 2012:145). Midwives, as the first in line to 
receive patients in labour, experience the use of obstetric triage first-hand and their 
experiences can make a valuable contribution towards improving this practice (Ruhl, 
et al. 2015:715). 
 
1.3 RESEARCH QUESTION 
 
The research question that arose was: “What are the experiences of midwives 
regarding the use of initial assessment of labour (obstetric triage) in Bojanala public 
health facilities?” 
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1.4 RESEARCH PURPOSE 
 
The purpose of this study was to develop strategies for the effective use of obstetric 
triage by midwives in Bojanala to diagnose both potential and real problems among 
labouring women. 
 
1.5 RESEARCH OBJECTIVES 
 
The aim of this study was to describe the experiences of midwives with regard to the 
use of obstetric triage in Bojanala.  
 
The objectives of the study were to:  
 
• Explore and describe the experiences of midwives with regard to the use of 
obstetric triage. 
• The findings of the study were then used to develop recommendations and an 
obstetric triage tool to enhance the effective use obstetric triage by midwives in 
Bojanala District. 
 
1.6 DEFINITION OF KEY CONCEPTS 
 
The key concepts used throughout this study are defined next. 
 
1.6.1  Labour 
 
Labour is a physiological process characterised by the onset of painful uterine 
contractions accompanied by at least one of the following signs: change in cervical 
effacement and dilatation, spontaneous rupture of membranes, and passage of 
show. It is divided into two stages, namely the latent phase of labour when the cervix 
is less than four centimetres dilated and more than one centimetre long, and the 
active phase of labour when the cervix is dilated more than four centimetres and 
shorter than one centimetre (DOH, 2015:46). 
 8 
1.6.2  Midwife  
 
The Nursing Act (No 33 of 2005) defines a ‘midwife’ as a licensed person who is 
registered with the South African Nursing Council (SANC) based on a recognised 
education and training programme to nurture, assist, and treat the client, who can be 
a woman, a neonate or a family, in order to promote a healthy pregnancy, labour and 
post-partum period. In working with clients according to prescribed professional 
codes, they acknowledge them as partners. 
 
1.6.3  Initial assessment of labour 
 
The Oxford South African Secondary School Dictionary (2017:316) defines ‘initial’ as 
“belonging to the beginning of assessment”. Tiran (2017:17) defines this assessment 
as “critical analysis and judgement of status or quality of a particular condition, 
situation or subject”. In this study, initial assessment of labour will be referred to as 
the first critical analysis and judgement carried out on women in labour with the aim 
of assessing and identifying clinical problems and immediately planning for such 
problems. 
 
1.6.4  Obstetric triage 
 
Obstetric triage is a comprehensive assessment which includes a series of 
examinations to evaluate foetal and maternal well-being, assessment of labour and 
all other procedures necessary in obstetric management, and is used upon the 
admission of women in the labour ward (Angelini, Stevens, MacDonald, Wiener & 
Wiezorek, 2009:294; Greulich & Tarrant, 2007:190). It is directly related to the initial 
assessment of labour and the two terms ‘initial assessment’ and ‘obstetric triage’ will 
be used interchangeably in this study. 
 
1.7 RESEARCH DESIGN AND METHOD 
 
The research design and method are discussed in the sections that follow. 
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1.7.1 Design 
 
A qualitative, exploratory, descriptive and contextual research design and a 
phenomenological method were used. This method is a scholarly approach used to 
describe life experiences and perspectives as experienced and perceived by people 
(Burns & Grove, 2017:62). 
 
1.7.2  Research Method 
 
A phenomenological research method is employed in trying and understand and 
describe lived experiences and perspectives as experienced and perceived by 
people (Burns & Grove, 2017:62). The experiences of midwives with regard to the 
use of obstetric triage in Bojanala district were explored and described in detail. The 
findings of this study were integrated into the existing literature and, in turn, 
recommendations on admission policies and the obstetric triage tool were made to 
facilitate the use of obstetric triage by midwives in Bojanala district. 
 
1.7.3 Study population 
 
A population is a particular group of elements (individuals, objects, events and 
substances) that are the focus of a study (Burns & Grove, 2017:686). For this study, 
the population was all midwives and advanced midwives employed by the DOH 
within the Bojanala health district in the North West Province. A sample, on the other 
hand, is a subset of the population that is selected for the study (Burns & Grove, 
2017:255). A population size comprised of twenty eight midwives and nine advanced 
midwives at the two selected facilities. 
 
1.7.4  Sampling and sample 
 
In purposive sampling, participants are recruited on a non-probability basis. The 
sample was selected based on the researcher’s personal judgement of participants 
who are regarded as sources of data due to their potential to provide in-depth 
information because of their knowledge regarding the subject that is being studied 
and their willingness to share such information (Polit & Beck, 2017:741). All voluntary 
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participants who met the following inclusion criteria for the study were welcomed, 
and a sample was drawn: 
 
1.7.4.1  Inclusion criteria 
 
Inclusion criteria are based on the characteristics that each element must possess in 
order to be included in a sample (Polit & Beck, 2017:250). For this study, the 
inclusion criteria were midwives (without speciality) with a minimum of five years’ 
clinical midwifery experience, midwives with an additional qualification in advanced 
midwifery and neonatal nursing science, employed by the health facilities in the 
Bojanala district. 
 
1.7.4.2  Exclusion criteria 
 
These are criteria that refer to the characteristics or elements that will not be 
included in a sample for the purpose of the study (Polit & Beck, 2017:250). For this 
study, midwives with less than five years’ clinical midwifery experience, midwives not 
employed by the Bojanala health district, and any other healthcare professionals 
were not included in the study. 
 
1.7.4.3  Sample size 
 
Eight midwives and four advanced midwives were purposively sampled to participate 
in this study. Data saturation, which ensures that adequate information and data 
about the topic has been collected, was reached after the ninth interview. 
 
1.7.5 Data collection procedure 
 
The data collection procedure provides an exact plan of how data will be collected. 
This includes who will be interviewed, and how and when the data will be gathered in 
order to research the problem (Polit & Beck, 2017:725). For this study, a one-on-one, 
semi-structured interview was held with participants on the scheduled dates, and 
lasted for about forty-five to sixty minutes to collect data about the experiences of 
midwives with regard to the use of obstetric triage in Bojanala district. The 
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researcher established the participants’ willingness by means of them signing 
informed consent forms for both participation and the use of an audio-recording 
device (Annexure I and J). 
 
The researcher established rapport with the participants by means of debriefing 
sessions prior to conducting the actual interviews. The interviews were conducted in 
a language preferred by the participants, which in turn enhanced the flow of 
communication. The researcher also wrote field notes, which are the records of 
unstructured observations made in the field. These were interpreted to support the 
verbatim recordings that increased the credibility of the study (Polit & Beck, 
2018:297; Polit & Beck, 2017:729). 
 
During these individualised, semi-structured interviews, one central open-ended 
question was posed to participants: “What is your experience of the use of obstetric 
triage?” 
 
This allowed the participants to express their viewpoints without restrictions (Polit & 
Beck, 2017:725). The question was developed based on the research problem and 
the research topic, and is central because it was asked of all the participants. The 
participants’ responses and characteristics led to more questions being asked to 
gain more reflective and detailed information. This approach is termed probing (Polit 
& Beck, 2017:740). 
 
1.7.6 Data analysis 
 
Data analysis is an ongoing process which runs simultaneously with data collection 
in qualitative research and involves the interpretation of data to draw meaning from 
the interviews (data) with the aim of discovering new knowledge. Thus, the 
participants’ words were analysed according to Colaizzi’s (1978 cited in Creswell & 
Poth, 2018:202) seven steps of descriptive data analysis. 
 
The collected audio data were transcribed verbatim, reflecting the full conversations 
between the researcher and the participants (Moule, Aveyard & Goodman, 
2017:367). This transcribed data were then carefully and repeatedly read by the 
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researcher thereby immersing him in the data to get a real feel thereof (Creswell & 
Poth, 2018:353). Once data started being repeated by participants, this was 
regarded as the point when data saturation was achieved (Moule, et al. 2017:367). 
 
An independent coder was employed to identify and organise themes in the data 
which recurred and emerged from the analysis of the qualitative data (Polit & Beck, 
2017:722; Creswell & Poth, 2018:202). The identified themes which were regarded 
as significant statements were then clustered according to meanings associated with 
them and discussed by the researcher and the independent coder (Creswell & Poth, 
2018:354). A follow-up interview was then held with a few of the participants to 
validate the research findings as per the final step in Colliazi’s data analysis method 
(cited in Creswell & Poth, 2018:202). 
 
1.8  MEASURES TO ENSURE TRUSTWORTHINESS 
 
Trustworthiness refers to the degree of confidence researchers have in the quality, 
authenticity and truthfulness of the findings once the study has been executed (Polit 
& Beck, 2017:747). To ensure trustworthiness, Guba’s framework was employed 
with its four criteria, namely credibility, transferability, dependability and 
conformability, as well as the newly added criterion of authenticity (Guba & Lincoln, 
1994 cited in Polit & Beck, 2017:747). 
 
1.8.1 Credibility 
 
Credibility refers to the truth or believability of findings of the qualitative research 
study (Polit & Beck, 2017:747). To ensure credibility, the following measures were 
taken: prolonged engagement with the participants, persistent observation, member 
checking and peer debriefing (Polit & Beck, 2018:297). 
 
1.8.2  Transferability 
 
According to Polit and Beck (2017:747), transferability happens when the findings 
from one qualitative study can be transferred to a similar context. Transferability was 
achieved by means of thick description, which refers to a thorough description of the 
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research methodology and context (Polit & Beck, 2017:747). To ensure 
transferability, the participants were recruited from two public health facilities in 
Bojanala, where midwifery practice is carried out. 
 
1.8.3  Dependability 
 
Dependability refers to consistency in the qualitative research findings over time, 
signifying that the research is trustworthy (Polit & Beck, 2017:747). In this study, this 
was achieved by interviewing participants who met the inclusion criteria up to the 
point of data saturation – when the themes and categories of collected data about 
the experiences of midwives with regard to the use of obstetric triage became 
repetitive and redundant, and no new information emerged (Polit & Beck, 2017:744). 
An independent coder was then employed to ensure the quality of the data and its 
analysis. 
 
1.8.4  Confirmability 
 
Confirmability is referred to as a rigorous attempt by the researcher to be objective 
and maintain an audit trail to document the research process. This is also a measure 
to show conformability (Polit & Beck, 2017:560). To ensure confirmability, the 
researcher kept an audit trail which included records of all the documentation 
regarding the study. This included all audio-recorded materials, written notes, as well 
as the verbatim transcribed audio notes of interviews between the midwives and the 
researcher (Polit & Beck, 2018:396). 
 
1.8.5  Authenticity 
 
Authenticity is referred to as “the extent to which qualitative researchers fairly and 
faithfully show a range of different realities in the collection, analysis and 
interpretation of data” (Polit & Beck, 2017:720). To ensure authenticity, the 
researcher captured the real tone of midwives’ feelings, mood, experience, and 
language to enhance readers’ understanding of the context in its entirety (Polit & 
Beck, 2017:560). 
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1.9 ETHICAL CONSIDERATIONS 
 
1.9.1  Principle of justice 
 
The participants for this study were human beings, and their right to fair selection 
was fulfilled according to the inclusion criteria. Participants were treated fairly and as 
equals throughout the study without favour or discrimination. This was made 
possible by consulting with all the participants during the data collection procedure 
(Burns & Grove, 2017:172). 
 
1.9.2  Principle of autonomy 
 
With regard to the participants’ right to autonomy and self-determination, they were 
informed about the study via a detailed invitation letter (Annexure H) and had to sign 
a consent form (Appendix I). All of this was clearly explained to them so that they 
could make an informed choice. Participants were expressly informed about their 
choice to participate or to decline the invitation to participate. 
 
Their choice was voluntary, and they were also reminded that they had the right to 
withdraw from the study at any point without fear of punishment (Burns & Grove, 
2017:177). Moreover, it was explained that there was no reward of any form for 
participating in this study and participation was free of charge (Burns & Grove, 
2017:177). 
 
1.9.3  Right to privacy and confidentiality 
 
The participants’ privacy and dignity were maintained. According to Burns and Grove 
(2017:168), the interviews took place in a one-on-one session between the 
researcher and the participants in a private setting. As the sessions were audio-
recorded, the recordings did not bear any element or information that could be used 
to identify the participants. A consent form was also signed to permit the sessions to 
be audio-recorded (Annexure J). 
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Participants were each assigned a code, generated particularly for the study (Burns 
& Grove, 2017:169). The recordings were stored in a password-protected hard drive 
that only the researcher will have access to, and all the shared information remained 
confidential. Participants were informed that they would be granted access to their 
own recordings upon their request (Burns & Grove, 2017:169). 
 
1.9.4  Principle of non-maleficence 
 
There were no anticipated harmful effects following participation in this study. Care 
was taken that the participants were only exposed to minimal levels of anxiety as the 
sessions were audio-recorded and there was a possibility of the Hawthorne effect, 
which can result from the awareness they are under study and on record (Polit & 
Beck, 2018:405). There was also constant reassurance by the researcher to the 
participants about the confidentiality of the interviews (Polit & Beck, 2017:139). 
 
1.9.5  Benefits and potential risk 
 
Regarding any potential risks or benefits, the risks to participants were outweighed 
by the potential benefits attached to their participation, which will be to improve their 
midwifery practice and the quality of care to patients who depend on midwifery care 
(Burns & Grove, 2017:675). 
 
1.10  OUTCOMES OF THE STUDY 
 
The exploration and description of the experiences of midwives with regard to the 
use of obstetric triage in Bojanala district enabled the researcher to describe an 
admission policy and initial assessment triage tool to guide the admission of women 
in labour. This tool can be used by midwives as a measure to identify both real and 
potential clinical problems experienced by women in labour on admission. 
 
1.11  ORGANISATION OF THE STUDY 
 
Chapter One:  Overview of the study 
Chapter Two: Research design and methodology 
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Chapter Three: Description and conceptualisation of findings 
Chapter Four: Conclusion of research findings, recommendations, limitations 
and conclusion 
 
1.12  SUMMARY 
 
Chapter One provided a detailed introduction of the topic addressing the experiences 
of midwives with regard to the use of obstetrical triage in Bojanala. This was followed 
by an introduction of the research background, rationale, questions and objectives, 
as well as the definition of key concepts related to the study. 
 
The research design was briefly described in terms of the population, sample and 
sampling method, data collection and its analysis. Measures to ensure 
trustworthiness and adherence to application of ethical considerations throughout the 
study were described. The sequential organisation of the proposed chapters was 
presented. Chapter Two provides a detailed description of the research design and 
methodology. 
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CHAPTER TWO 
RESEARCH DESIGN AND METHODOLOGY 
 
2.1  INTRODUCTION 
 
Chapter One provided an overview and rationale of the study on the experiences of 
midwives with regard to the use of obstetric triage in Bojanala. Chapter Two will now 
focus on the detailed description of the research methodology and design, which will 
cover the research design, method, population, sample, sampling, data collection, 
and the analysis thereof. This is to allow the reader to navigate the direction in which 
the study was executed. 
 
2.2  RESEARCH OBJECTIVES 
 
The aim of this study was to describe the experiences of midwives with regard to the 
use of obstetric triage in Bojanala. 
 
The objectives of the study were to:  
 
• explore and describe the experiences of midwives with regard to the use of 
obstetric triage, and 
• make recommendations for obstetric triage in labour admission policies and 
procedures, alteration and formulation of the obstetric triage tool, and strategies to 
address the identified factors. 
 
2.3  RESEARCH DESIGN 
 
Polit and Beck (2018:743) define a research design as an overall plan for addressing 
a research question, including specifications for enhancing the study’s integrity. 
Burns and Grove (2017:767) state that the research design is the researcher’s choice 
of the best way in which to answer a research question, with respect to several 
considerations including the number of subject groups, the timing of data collection, 
and the researcher’s intervention. 
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A qualitative, explorative, contextual and descriptive phenomenological research 
design was employed in this study. This research design afforded the researcher an 
opportunity to explore and describe the experiences of midwives with regard to the 
use of obstetric triage in Bojanala district in depth. 
 
2.3.1  Research strategy 
 
The following research strategies were employed to describe the experiences of 
midwives with regard to the use of obstetric triage in Bojanala district: 
 
2.3.1.1  Qualitative 
 
Qualitative research is referred to as the investigation of a phenomenon in an in-
depth and holistic fashion, through the collection of rich narrative materials using a 
flexible research design (Polit & Beck, 2017:15). Creswell and Creswell (2018:250) 
define qualitative research as a means for exploring and understanding the meaning 
individuals or groups ascribe to a social or human problem.  
 
The process of research involves emerging questions and procedures, collecting 
data in the participants’ setting, analysing the data inductively, building from the 
particulars to general themes, and drawing interpretations from the data. The 
qualitative research strategy afforded the researcher with an opportunity to 
investigate and establish an understanding of obstetric triage, as well as the 
experiences of midwives with regard to the use of obstetric triage in Bojanala district. 
 
2.3.1.2  Descriptive 
 
In addition, the study was descriptive, which means that the study design was used 
to gather more information in a particular field through the study of people’s 
characteristics in a specific phenomenon as it appeared naturally (Polit & Beck, 
2017:15). The descriptive study was used with the aim of describing the dimensions 
and characteristics of individuals in real-life settings and situations (Polit & Beck, 
2017:15). 
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Descriptive studies’ main objective is to accurately portray participants’ 
characteristics or circumstances and the frequency with which certain phenomena 
occur (Polit & Beck, 2017:726). This study was descriptive and afforded the 
researcher an opportunity to describe the experiences of midwives with regard to the 
use of obstetric triage in Bojanala district from the midwives’ point of view and 
perspectives. 
 
The data that were obtained from this descriptive study were then used to develop 
recommendations and an obstetric triage tool to enhance the effective use of 
obstetric triage by midwives in Bojanala district. These recommendations and the 
obstetric tool will be discussed in detail in Chapter Four. Recommendations for the 
formulation of an obstetric triage tool is summarised in the formulated obstetric triage 
tool (Annexure O). 
 
2.3.1.3  Explorative 
 
The study was exploratory in nature. This is thus a non-experimental research design 
which is very useful in investigating a phenomenon as it is manifested if little is known 
or understood about the topic of interest, with the aim to shed light on the various 
ways in which a phenomenon is manifested (Polit & Beck, 2017:15). An exploratory 
research method was employed to explore the experiences of the midwives with 
regard to the use of obstetric triage in Bojanala district. The results of this study 
provided the researcher with more insight on the research topic and the 
phenomenon. This enabled the researcher to identify new and evolving meaning 
from the phenomenon through the exploration of the relevant and existing literature 
to develop recommendations that will facilitate the use of obstetric triage by midwives 
in Bojanala district. 
 
a) Contextual 
 
In qualitative research, the context plays a key role because this type of research 
aims to understand the phenomenon in its entirety by capturing participants’ real-life 
experiences, emotions, and cultural factors as they occur in a specific and defined 
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setting (Polit & Beck, 2017:47). It explores and captures the reality of human 
complexity as it appears naturally in a specific area (Polit & Beck, 2017:47). 
 
This study was also contextual in nature because it captured the real, lived, 
professional experiences of the midwives and advanced midwives regarding the use 
of obstetric triage in the specific health facilities in Bojanala district from their own 
perspectives and viewpoints. 
 
2.3.1.4  Phenomenological 
 
A descriptive phenomenological approach was used in this study. This is a type of 
qualitative research which is deeply rooted in philosophy and psychology with a direct 
focus on the real lived human experiences and the meaning attached to these 
experiences for those experiencing it (Polit & Beck, 2017:54; Creswell & Creswell, 
2018:13). This strategy was suitable to explore and describe the lived experiences of 
midwives with regard to the use of obstetric triage in Bojanala district (Polit & Beck, 
2017:471). 
 
2.4  RESEARCH METHODS 
 
Research methods are referred to as the techniques used to structure a study and to 
gather and analyse data in a systematic fashion (Polit & Beck, 2018:743). Creswell 
and Creswell (2018:250) refer to research methods as the forms of data that 
researchers propose for their studies. 
 
2.4.1  Setting 
 
A setting in research is defined as a physical location in which data collection takes 
place (Polit & Beck, 2017:744). A setting should be natural, which refers to the places 
where individuals go about their daily lives rather than a place set up by the 
researcher at a specific site (Hesse-Biber, 2017:215). A setting should also be 
accessible and easy to locate, it should be comfortable, private, without noise to 
enhance the quality of audio-recordings, and non-threatening so that the participant 
can express themselves without fear (Polit & Beck, 2017:744). 
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This study was conducted in the North West Bojanala health district. Two major 
facilities in which women are admitted for labour, located in the Rustenburg area, 
were used as the setting. These healthcare facilities were chosen since Rustenburg 
is currently the fastest-growing municipality in the region; as a result, there is an 
influx of pregnant women, and these women rely on public maternal health services 
rendered by these health facilities in Bojanala district. These two facilities have an 
estimated seven hundred deliveries per month, respectively. 
 
The participants were interviewed at convenient times in their own homes on their 
day off. This arrangement was made based on a decision by the participants 
themselves as they provided reasons that the facilities are usually busy and they are 
unable to take time off during their shifts. They thus opted to schedule appointments 
for interviews in their own homes when they were off duty. This arrangement was 
acceptable because it was convenient for the participants and they were comfortable 
to be interviewed in their own space which offered privacy (Polit & Beck, 2017:514). 
 
2.4.2  Population 
 
A population is a particular group of elements (individuals, objects, events and 
substances) that are the focus of a study (Burns & Grove, 2017:686). Moule and 
Goodman (2014:461) define a population as a group of people, documents, events or 
specimens about whom the researcher is interested in collecting information or data. 
In this study, the population was all the midwives and advanced midwives employed 
by the Bojanala health district in the facilities rendering midwifery care services. 
 
2.4.3  Sample  
 
A sample is a subset of a population comprising of those selected through sampling 
techniques to participate in a study (Polit & Beck, 2017:743; Moule & Goodman, 
2014:464). Moule and Goodman (2014:291) state that a sample should bear 
elements or characteristics that are representative of the population from which it was 
selected as the research findings will be generalised for a specific population. 
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2.4.4  Sampling 
 
Sampling is the process of selecting a portion of a population to represent the entire 
population (Polit & Beck, 2018:743). In this study, purposive sampling was used to 
recruit participants on a non-probability basis. The sample was selected based on the 
researcher’s personal judgement of participants, who were regarded as sources of 
data due to their potential to provide in-depth information based on their knowledge 
regarding the subject being studied and their willingness to share such information 
(Polit & Beck, 2017:741).  
 
In this study, the population of midwives and advanced midwives were informed 
about the study through a research information letter which was sent to them via their 
operational managers (Annexure H). All the interested and prospective participants 
provided their contact details to their operational managers and communicated them 
telephonically to the researcher. Some of the participants directly contacted the 
researcher using the contact details provided on the research information letter, and 
further explanations were provided. 
 
The midwives and advanced midwives who showed interest in the study were 
carefully selected by the researcher as per the inclusion and selection criteria to offer 
invaluable information based on their experiences of the use of obstetric triage. 
 
This was done with the aim to gain in-depth knowledge of the experiences of 
midwives with regard to the use of obstetric triage in Bojanala district. The total 
sample size was determined by data saturation to ensure that adequate information 
and data about the topic were collected. This is referred to as a point in qualitative 
research where a sense of closure is attained because new data yield redundant 
information (Polit & Beck, 2017:744). 
 
2.4.4.1  Inclusion criteria 
 
Inclusion criteria are based on the characteristics that each element must possess in 
order to be included in a sample (Polit & Beck, 2017:250). For this study, the 
inclusion criteria were:  
 23 
• midwives (without speciality) with a minimum of five years’ clinical midwifery 
experience,  
• midwives with an additional qualification in advanced midwifery and neonatal 
nursing science, and 
• midwives employed by the Bojanala district in the specific facilities where 
midwifery care is rendered. 
 
2.4.4.2 Exclusion criteria 
 
These are criteria that refer to the characteristics or elements that will not be included 
in a sample for the purpose of the study (Polit & Beck, 2017:250). For this study, 
midwives with less than five years’ clinical midwifery experience, midwives not 
employed by the Bojanala health district, and any other healthcare professionals 
were not included in the study. 
 
2.5  DATA COLLECTION 
 
Data collection refers to gathering information to address the research problems 
(Polit & Beck, 2018:725). Burns and Grove (2017:493) define data collection as the 
precise systematic gathering of information relevant to the research purpose and the 
specific objectives, questions or hypotheses of the study. 
 
In this study, data were collected by means of one-on-one, semi-structured interviews 
with the midwives from the two selected facilities until the point of data saturation. 
Prior to data collection, the following approvals and permissions were sought: 
 
• Faculty of Health Sciences Ethics Committee of the University of Johannesburg 
(Annexure A). 
• Faculty of Health Sciences Senior Degree Committee of the University of 
Johannesburg (Annexure B). 
• Department of Health North West Province (Annexure C). 
• Department of Health North West Province Bojanala District (Annexure D). 
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One central open-ended research question was posed to the participants: 
 
“What is your experience of the use of obstetric triage?” 
 
2.5.1  Data collection strategies 
 
The data collection strategies are described next. 
 
2.5.1.1  In-depth individual interviews 
 
Data were collected by means of in-depth, semi-structured interviews which were led 
by the researcher using a central open-ended question. The discussion was also led 
using probes emanating from participants’ responses (Polit & Beck, 2017:511). This 
provided an opportunity for the midwives and advanced midwives to express and 
describe, in their own view, their experiences regarding the use of initial assessment 
(obstetric triage) in their facilities in Bojanala district. The interviews were conducted 
to the point of data saturation, which was reached after the ninth interview when the 
researcher realised a repetition in responses. 
 
2.5.2  The role of the researcher 
 
The study was conducted in two public health facilities in Bojanala district in the North 
West Province, which render midwifery care to non-paying patients in that area. The 
two facilities account for approximately 1000 of the total monthly deliveries in that 
region. 
 
Individual meetings were held with the unit managers of the two facilities, and they 
were informed about the study and information letters were issued for the staff 
members (Annexure H). The managers compiled a list with contact details of all the 
interested potential participants and made it available to the researcher. Some of the 
potential participants directly contacted the researcher using details on the research 
information letter. 
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The researcher conducted briefing sessions with participants prior to the actual 
interview as a measure to establish rapport and to gain the trust of the participants. 
The researcher used the briefing sessions to inform the participants that the 
interviews would be recorded using an audio-recorder; the researcher then obtained 
their consent in writing by means of signing the consent forms for participation and 
audio-recording (Annexure I and J). 
 
The operational managers offered a private room, office and Obstetrics and 
Gynaecology boardroom for the interviews to be conducted. However, upon 
consultation with the participants who met the inclusion criteria, participants 
themselves preferred to be interviewed in their own homes during their day off, which 
was convenient for them on the basis of time, date, venue and privacy (Polit & Beck, 
2017:515). The researcher travelled to the participants’ respective homes for the 
interview sessions. 
 
The researcher established timeframes and scheduled the interviews for forty-five to 
sixty minutes per participant, depending on the flow of information from the 
participant. The researcher arranged a private room with the participant, which was 
well ventilated and away from sound pollution by other family members. This allowed 
the participants to freely express themselves, which enhanced the quality of audio-
recordings. The researcher limited interruptions during the interviews by making the 
family members aware of the interview session taking place and requesting that they 
avoid the room for the duration of the interview. The researcher brought two audio-
recorders and spare batteries to the interviews as back-up, should any malfunction 
have been experienced. 
 
The researcher displayed a positive attitude and respect towards the participants, 
which helped in creating a conducive environment for the interview. The researcher 
constantly assured the participants that their identity would remain anonymous by 
making them aware of the codes generated specifically for data collection, analysis 
and discussion thereof. The researcher also constantly reminded the participants of 
their right to withdraw from the study at any point. 
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2.5.3 Communication techniques  
 
The communication techniques used during data collection are described in the 
sections that follow.  
 
2.5.3.1  Probing 
 
Probing is defined as the act of posing secondary questions during a qualitative 
interview so that the researcher can elicit contextual detail, clarifications and 
additional information (Burns & Grove, 2017:688). This was done to obtain additional 
information in a non-evaluative manner to allow for detailed responses (Gamble & 
Gamble, 2013:461). 
 
During the interviews, the researcher used questions like “what is your experience of 
the use of obstetric triage” as a way to prompt the participants to say more about the 
topic of discussion. 
 
2.5.3.2 Paraphrasing 
 
Paraphrasing is defined as restating an author’s ideas in alternative terms that 
capture the same meaning. It implies understanding and is consequently preferred to 
direct quotations for theoretical contexts that are part of a scholarly paper (Burns & 
Grove, 2017:688). During the interviews, the researcher used paraphrasing by 
restating some of the responses and statements made by participants in his own 
words to confirm his understanding of what was said (Gamble & Gamble, 2013:468). 
 
2.5.3.3 Clarifying 
 
The Oxford South African Secondary School Dictionary (2017:107) defines ‘clarifying’ 
as making something easier to understand. During the interviews, the researcher 
simplified the language when explaining questions to the participants to enhance 
their understanding and flow of communication. 
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2.5.3.4 Active listening 
 
Gamble and Gamble (2013:469) describe active listening as a form of critical 
listening skill where one listens attentively with the aim to listen and gain knowledge 
as well as evaluate the worth of the messages communicated to them. The 
researcher actively listened to the participants’ responses with interest and sought to 
understand their experience of the use of initial assessment (obstetric triage) from the 
midwives’ perspectives. 
 
2.5.3.5 Silence  
 
The Oxford South African Secondary School Dictionary (2017:579) defines ‘silence’ 
as the avoidance of speaking and not mentioning something or revealing information. 
Gamble and Gamble (2013:469) define ‘silence’ as the absence of both paralinguistic 
and verbal cues. During the course of the interviews, the researcher had moments of 
silence, which afforded the participants time to express their own views and thoughts 
without interruptions. Silence also allowed the researcher to gather and organise his 
own thoughts about what was said (Gamble & Gamble, 2013:117). 
 
2.5.3.6 Summarising 
 
In Powtoon’s (2016) YouTube video, ‘summarising’ is defined as the provision of a 
condensed version of the author’s key points, which can be a short or long sentence. 
The researcher wrote down the participants’ main points during the course of the 
interviews and briefly described them to ensure that he understood the gist of the 
participant’s responses. This included all the verbal and non-verbal messages that 
participants unconsciously sent out, which could not have been captured by the 
audio-recorder (Gamble & Gamble, 2013:166). 
 
2.5.3.7 Minimal response 
 
The researcher responded as little as possible by limiting responses to follow-up 
questions to nods and non-specific prompts such as “Mmhm” to encourage the 
participants to continue speaking without interrupting their flow of communication 
 28 
(Polit & Beck, 2018:519). This was done to provide a non-threatening environment for 
the participants during the interviews. 
 
2.5.3.8 Reflection  
 
The Oxford South African Secondary School Dictionary (2017:515) defines ‘reflection’ 
as a serious thought or consideration of an idea or statement produced. During the 
interviews, the researcher took time to internalise and think about the participants' 
responses. This, in turn, afforded the participants an opportunity to think about their 
responses and gain a clear understanding of their own thoughts and experiences. 
 
2.5.4 Bracketing 
 
Polit and Beck (2017:721) define bracketing as the process of identifying and holding 
in abeyance any preconceived beliefs and opinions about the phenomenon under 
study. Bracketing is the removal of the preconceptions from the field of data 
collection through phenomenological reduction.  
 
The researcher is an accoucheur with seven years’ clinical midwifery experience and 
vast knowledge. Bracketing was achieved by the researcher writing down his own 
beliefs, ideas, experiences and expectations of the research findings. This was done 
to allow him an opportunity to conduct the study with an open mind, thus preventing 
bias (Creswell & Creswell, 2018:200; Moule & Goodman, 2014:210; Richards, 
2015:30). 
 
2.5.5 Triangulation 
 
Triangulation is the use of methods to collect and interpret data about the 
phenomenon to converge on an accurate representation of reality (Polit & Beck, 
2017:747). Moule and Goodman (2014:466) define triangulation as the use of two or 
more research approaches, data collection methods or analysis techniques in one 
study. 
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Data were collected by means of in-depth interviews and field notes. This was done 
with the aim to examine evidence from the perspectives of both sources of 
information to fully understand the experiences of the midwives with regard to the use 
of obstetric triage in Bojanala district. Triangulation thus strengthened the validity of 
the study (Creswell & Creswell, 2018:200; Richards, 2015:26). 
 
2.5.6  Field notes 
 
Field notes refer to the notes taken by researchers to record the unstructured 
observations made in the field and the interpretations of those observations (Polit & 
Beck, 2017:729). This was essential and allowed the researcher to make note of 
additional information pertaining to the research topic, which included each 
participant’s personal characteristics and environment, which was interpreted along 
with the research findings (Kothari & Gaurav, 2016:94). 
 
2.6  DATA ANALYSIS 
 
Data analysis is a labour-intensive activity which requires creativity and conceptual 
sensitivity performed with the aim of providing structure to, and eliciting meaning 
from, the research data. In this study, a descriptive phenomenological approach was 
employed to collect data. Thus, the participants’ words were analysed according to 
Colaizzi’s (1978) descriptive phenomenological method (cited in Creswell & Poth, 
2018:202; Morrow, Rodriguez & King, 2015:643). This was done with the aim to 
analyse the experiences of midwives with regard to the use of obstetrical triage in 
Bojanala district as experienced by them (Abalos, Rivera, Locsin & Schoenhofer, 
2016:19). Colaizzi’s descriptive phenomenological method was used based on its 
seven steps of descriptive data analysis (cited in Abalos, et al. 2016:21) as follows: 
 
Step 1: Read the transcriptions to acquire a feeling for them 
Following verbatim transcription and translation, the researcher read the 
transcriptions several times to gain a real feel and understanding of the description of 
the lived experiences of each participant. 
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Step 2: Extract significant statements 
The researcher reviewed each interview and extracted the statements which related 
directly to their experience of midwives’ use of obstetric triage. 
 
Step 3: Formulate meanings of each significant statement 
The researcher referred back to the transcripts to try and formulate meanings of such 
statements and also discovered the hidden meanings underlying the significant 
statements by the participants. This was done with the aim to capture the real and 
original meaning of statements from the participants.  
 
Step 4: Organise the formulated meanings into clusters of themes 
The formulated meanings were then organised into themes by an expert independent 
coder. Three clusters of the experiences of midwives with regard to the use of 
obstetric triage in Bojanala district were regarded as central themes for the study. 
 
Step 5: Integrate the results into exhaustive meanings 
Results of the study on the experiences of midwives with regard to the use of 
obstetric triage were integrated into exhaustive meanings in preparation for the 
complete description. 
 
Step 6: Formulate an exhaustive description 
The theme clusters and themes which emerged from the formulated meanings were 
integrated to form an exhaustive description, which was unequivocally a statement of 
the essential structure of the phenomenon. 
 
Step 7: Validate 
Following the formulation of exhaustive descriptions of the experiences of midwives 
with regard to the use of obstetric triage, the researcher arranged a meeting with five 
participants and prepared a copy of the descriptions. Participants were afforded an 
opportunity to read through the exhaustive descriptions as a measure to validate if 
they indeed described their experiences of the factors influencing the use of obstetric 
triage. The researcher also extended an invitation to the participants to make 
additions they deemed as important to be included in the descriptions. 
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2.7  DESCRIPTION OF FINDINGS AND LITERATURE CONTROL 
 
The total description of the research findings and integration thereof to the existing 
body of knowledge related to the research topic is discussed in Chapter Three. 
 
2.8  MEASURES TO ENSURE TRUSTWORTHINESS 
 
Trustworthiness refers to the degree of confidence researchers have in the quality, 
authenticity and truthfulness of the findings following the execution of a qualitative 
study (Polit & Beck, 2017:747). For this study, as a measure to ensure 
trustworthiness Guba’s framework was employed under its four criteria, namely 
credibility, transferability, dependability and confirmability, and the newly added 
authenticity by Guba and Lincoln (1994 cited in Polit & Beck, 2017:559). 
 
2.8.1  Credibility 
 
Credibility refers to the truth or believability of the findings of a qualitative study (Polit 
& Beck, 2017:747). As a measure to ensure credibility, the following aspects were 
employed: 
 
2.8.1.1  Prolonged engagement 
 
According to Polit and Beck (2017:561), prolonged engagement refers to the 
investment of sufficient time in data collection activities in order to understand the 
culture of participants. This was achieved by the researcher spending enough time 
with the participants before the actual interview to establish rapport. The interviews 
were scheduled for forty-five to sixty minutes each and were not rushed. The actual 
interview duration depended on the responses from the participant. 
 
2.8.1.2  Persistent observation 
 
Persistent observation refers to the instance whereby the researcher focuses on 
aspects of the situation relevant to the phenomenon being studied in order to have 
an in-depth understanding of the phenomenon (Polit & Beck, 2017:561). The 
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researcher was able to observe and take note of participants’ non-verbal cues during 
the interviews to ensure credibility. 
 
2.8.1.3  Member checking 
 
Member checking is an instance whereby the researcher shares the results with the 
participants to ensure that the findings reflect what they said and truly reflect their 
viewpoints (Polit & Beck, 2017:564). The researcher achieved this by rephrasing the 
comments made by the participants, playing back the audio-recordings as 
confirmation for their responses, and making them aware that at the end of the study 
the research findings would be made available to them to confirm if they were indeed 
a true reflection of their own viewpoints. 
 
2.8.1.4  Peer debriefing 
 
Peer debriefing is a technique used in qualitative research whereby a researcher 
enlists another person who is a peer to discuss data and findings (Polit & Beck, 
2017:568). The supervisors for this study are highly qualified and experienced in the 
field of midwifery science and adept in qualitative research designs. Prior to the 
actual execution of this study, the research proposal was submitted for deliberations 
and review by the university’s higher degrees committee, as well as the research 
ethics committee, which both comprise of a panel of research experts. 
 
2.8.2  Transferability 
 
Polit and Beck (2017:747) relate transferability to whether the findings from one 
qualitative study can be transferred to a similar context, which is achieved by thick 
description; this refers to a thorough description of the research methodology and 
context (Polit & Beck, 2017:747). To ensure transferability, the participants in this 
study were recruited from two public health facilities in Bojanala district where 
midwifery service is rendered. 
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2.8.3 Dependability 
 
Dependability is consistency in the qualitative research findings over time, signifying 
that the research is indeed trustworthy (Polit & Beck, 2017:747). In this study, this 
was achieved by interviewing participants who met the inclusion criteria up to the 
point of data saturation. This is the instance whereby the themes and categories of 
collected data become repetitive and redundant, and no new information emerges 
(Polit & Beck, 2017:744). An independent coder was then employed to ensure the 
quality of data and analysis thereof. 
 
2.8.4  Confirmability 
 
Confirmability is a rigorous attempt by the researcher to be objective and maintain an 
audit trail to document the research process as a measure to show trustworthiness 
(Polit & Beck, 2017:560). This was achieved by an audit trail which entailed the 
researcher keeping all documentation pertaining to the research in the qualitative 
study. In this study, the researcher kept the audio-recorded materials, written notes, 
as well as the verbatim, transcribed audio notes, safe. 
 
2.8.5  Authenticity 
 
Authenticity refers to the extent to which the researcher fairly and faithfully shows a 
range of realities. In this study, the researcher achieved this by conveying the tone of 
the participants’ real-life experiences (Polit & Beck, 2017:560). To ensure 
authenticity, the researcher also captured the real tone of participants’ feelings, 
mood, experience and their language, in text, which enhance readers’ understanding 
of the context in its entirety (Polit & Beck, 2017:560). 
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2.9  ETHICAL CONSIDERATIONS 
 
2.9.1  Principle of justice 
 
The participants for this study are human beings and had a right to fair selection as 
per the inclusion criteria. They were treated fairly and as equals throughout the study 
without favour or discrimination (Burns & Grove, 2017:172). 
 
2.9.2  Principle of autonomy 
 
In respect of participants’ right to autonomy and self-determination, they were all 
informed about the study via a detailed invitation letter (Annexure H) and consent 
form (Annexure I) that clearly explained and enabled them to make an informed 
choice whether to participate in the study.  
 
It was emphasised throughout the study that the choice to participate or not was 
solely the participant’s voluntary decision. The right to withdraw from the study at any 
point without fear of any punishment was also stressed (Burns & Grove, 2017:177). 
There was no reward for participation in this study, and participation was free of 
charge (Burns & Grove, 2017:177). 
 
2.9.3  Right to privacy and confidentiality 
 
In order to maintain the participants’ privacy and dignity as per Burns and Grove 
(2017:168), the interviews were conducted one-on-one between the researcher and 
the participant in a closed room. As the sessions were audio-recorded, the recordings 
did not bear any element or information that could be used to track down the 
participants, and they were only marked with specific codes generated particularly for 
the study (Burns & Grove, 2017:169). 
 
The recordings are stored on a password-protected hard drive that only the 
researcher has access to. Participants were assured that all the shared information 
would remain confidential, and upon request, participants would be granted 
permission to gain access to their own recordings (Burns & Grove, 2017:169). 
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2.9.4  Principle of non-maleficence 
 
There were no anticipated harmful effects following participation in this study and 
care was taken since the participants could still be exposed to minimal levels of 
anxiety due to the fact that sessions were audio-recorded. Participants were 
constantly reassured of confidentiality. 
 
2.9.5  Benefits and potential risk 
 
The risk to participants was outweighed by the potential benefits attached to their 
participation, which will be to improve their midwifery practice and the quality of care 
to patients dependent on midwifery care (Burns & Grove, 2017:675). 
 
2.10  CONCLUSION 
 
Chapter Two provided a detailed description of how the qualitative, explorative, 
contextual and phenomenological research methodology and design were employed. 
This was done with the aim to explain the research methodology used to address the 
research topic on the experiences of midwives with regard to the use of obstetric 
triage. Chapter Three will provide a detailed description of the research findings.  
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CHAPTER THREE 
DESCRIPTION AND CONCEPTUALISATION OF FINDINGS 
 
3.1  INTRODUCTION 
 
Chapter Two provided a detailed description of how the qualitative, explorative, 
contextual and phenomenological research methodology and design were employed 
in this study. This chapter will provide a detailed description of the experiences of 
participants who met the inclusion criteria as well as their integration into the existing 
and relevant literature. The research findings and the related field notes were 
organised into clusters of themes and sub-themes to provide exhaustive descriptive 
statements as per Collaizi’s approach to data analysis. This was done with the aim to 
describe the findings of midwives’ experiences with regard to the use of triage in 
Bojanala. 
 
The following central question was posed to the participants: “What is your 
experience of the use of obstetric triage?” 
 
Data analysed will serve as a pathway towards formulating the strategies and 
recommendations that will facilitate the use of obstetric triage by midwives in 
Bojanala using the Theory for Health Promotion in Nursing (University of 
Johannesburg, 2017:1). 
 
In this chapter, the data will be organised into main themes and sub-themes, which 
might comprise of direct quotations from the participants and related field notes as a 
measure to present the data as it was intended by the participants. This will be 
presented as follows: direct quotations will be written up in italics and marked with 
“inverted commas” as well as the related field notes. 
 
3.2  DESCRIPTION OF A SAMPLE 
 
A sample of nine participants was selected from the population of midwives 
employed in the two public health facilities in Bojanala district. A purposive sampling 
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method was used in order for detailed information to be received from the sample as 
a representation of the entire population. A total of nine one-on-one, semi-structured 
interviews were conducted by the researcher. After the ninth interview, there was a 
notable repetition of themes with no emergence of new ones; this was confirmed as 
the point of data saturation (Polit & Beck, 2017:497). 
 
The participants’ biographical data are summarised in Table 3.1. 
 
TABLE 3.1: Summary of description of the participants 
Code Age Gender Ethnicity Qualifications Experience 
P1 27 Female Black 
Bachelor of nursing 
science and midwifery 
5 years 
P2 40 Female Black 
Diploma in nursing and 
midwifery 
16 Years 
P3 42 Female Black 
Diploma in nursing and 
midwifery 
8 Years 
P4 52 Female Black 
Diploma in nursing and 
midwifery 
Diploma in advanced 
midwifery 
18 Years 
P5 27 Female Black 
Diploma in nursing and 
midwifery 
5 Years 
P6 40 Female Black 
Diploma in nursing and 
midwifery 
Diploma in advanced 
midwifery 
12 Years 
P7 40 Female Black 
Bachelor of nursing 
science and midwifery 
16 Years 
P8 26 Female Black 
Bachelor of nursing 
science and midwifery 
5 Years 
P9 36 Female Black 
Diploma in nursing and 
midwifery 
7 Years 
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3.3  DESCRIPTION OF FIELD NOTES 
 
For each interview, the researcher wrote down all significant information which 
included the date, time, environment and the participant’s state of mind before the 
commencement of the interview. During the interview session, the researcher was 
conscious of the events taking place but did not write any notes to avoid making the 
participants feel uncomfortable and reluctant to share their experiences. However, 
immediately after each interview, the researcher wrote detailed and descriptive field 
notes of the events that took place during the interview, when his memory of the 
events was still fresh (Patton, 2015:387). 
 
The field notes were descriptive in a sense that they described the participant’s tone 
of the voice, inflection, volume and pace, as well as facial expressions and the body 
language displayed when some of the statements were uttered. This enabled the 
researcher to generate rich and meaningful data when the field notes were attached 
to the recordings. 
 
3.3.1 Theoretical notes  
 
Theoretical notes are notes detailing the researcher’s interpretation of observed 
behaviour and events (Polit & Beck, 2017:746). In this study, the researcher 
compiled notes from a total of nine, one-on-one, semi-structured interviews which 
were audio-recorded. There were also detailed field notes that were compiled from 
moments prior to the interview and during the interview, which were descriptive of 
the date, time and venue, the state of mind of the participant, body language, 
expressions and tone of voice and pace, as well as the researcher’s own feelings, 
meaning and reactions (Patton, 2015:387).  
 
The researcher repeatedly listened to the audio-recordings and attached the field 
notes to them to generate rich and meaningful data. The researcher also made 
transcriptions of all the audio-recordings and repeatedly read them along with the 
field notes and extracted descriptive and meaningful statements from the participants 
which were related to the research topic: “The experiences of midwives with regard 
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to the use of obstetric triage”. These statements were clustered into themes and sub-
themes, which supported the research topic, purpose and objectives. 
 
3.3.2  Methodological notes 
 
Methodological notes refer to the researcher’s notes about the methods used in 
collecting data (Polit & Beck, 2017:735). Methodological notes were compiled from 
all the interviews between the researcher and individual participants. The 
participants were observed prior to the interview session and during the session.  
 
Conscious field notes were written and comprehensively compiled immediately after 
each session. One central question was asked of all the participants, and this 
allowed them to freely express themselves without any limitations. Probing 
participants based on their responses was done in order to get reflective and in-
depth data on their lived experiences with regard to the use of obstetric triage (Polit 
& Beck, 2017:740). 
 
3.3.3  Observational notes  
 
Observational notes are objective descriptions of observed events or conversations. 
It includes information about actions, dialogue and the context recorded as 
completely and objectively as possible (Polit & Beck, 2017:521). 
 
Participants were interested in the study because they contacted the researcher and 
set up their own appointments in their homes. The research question seemed to be 
of great interest to them as they were free to talk about their experiences and were 
very thankful for the opportunity to express themselves.  
 
3.3.4  Personal notes  
 
Personal notes are the researcher’s written comments about observations on his 
own feelings during the research process and the field experiences, which give rise 
to personal emotions and challenge the researcher’s assumptions (Polit & Beck, 
2017:739). In this study, semi-structured interviews were conducted to gain an in-
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depth understanding of the experiences of midwives with regard to the use of 
obstetric triage in Bojanala. 
 
The initial plan was to conduct the interviews in their workplace for the participants’ 
convenience. This was also to ensure that there was minimal interruption on their 
day-to-day activities. The participants then opted to be interviewed in the privacy and 
comfort of their own homes. This decision by participants worried the researcher in 
terms of their enthusiasm to participate in the study. This also generated concern 
about the financial costs attached to travelling to each individual’s home. 
 
However, the researcher was overwhelmed by the level of interest generated by the 
research topic when the participants themselves became proactive. They contacted 
the researcher and set appointments convenient for them on the basis of date and 
time, and also shared their home addresses with the researcher so he could easily 
access their homes. 
 
During the interviews, the researcher came to the realisation that the participants 
were aware of the importance of the use of obstetric triage, and were indeed 
troubled by the challenges surrounding triage service. Emotions of anger, frustration 
and feeling overwhelmed were revealed by the participants. The researcher linked 
those feelings to what the participants revealed about obstetric triage during their 
interviews; they know the importance of triage, how to use it and exactly what to do, 
but they have minimum means to render the obstetric triage service to the best of 
their abilities. 
 
Another important aspect that came to the researcher’s attention was that the 
midwives felt they could not be part of the decision-making process pertaining to the 
services they render. This was evident in their recommendations that the 
management is solely responsible for addressing all the challenges they shared as 
part of their experiences with regard to the use of obstetric triage. 
 
The researcher felt that this research was indeed an opportunity for the midwives to 
reflect on their own clinical midwifery practice experiences and for their voices to be 
heard as they shared their genuinely lived experiences with obstetric triage. 
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3.3.5  Fieldwork observation 
 
Fieldwork observation refers to the description of activities, behaviours, actions, 
conversations, interpersonal actions, organisational or community processes, or any 
other aspects pertaining to observable human experiences. It includes data 
consisting of field notes, detailed descriptions, along which observations (Patton, 
2015:36).  
 
3.4  DESCRIPTION AND CONCEPTUALISATION OF FINDINGS 
 
3.4.1  Description of a storyline 
 
The midwives experienced the obstetric triage tool to be inadequate; it is failing 
mothers and their unborn babies and compromising the holistic midwifery care. They 
experienced that the high influx of self-referred patients and the low staff numbers 
contribute to an imbalance in the midwife-patient ratio, causing medical and 
obstetric-related complications; even deaths. They were dissatisfied with the 
management who did not support midwives or provide human and material 
resources. 
 
3.4.2  Description of themes and categories 
 
Research data were obtained from nine participants using semi-structured 
interviews, which were audio-recorded. The audio-recordings were listened to and 
the transcriptions thereof were repeatedly read to get the gist of the experiences of 
midwives with regard to the use of obstetric triage. The data were then analysed as 
per Collaizi’s descriptive analysis method (cited in Creswell & Poth, 2018:202). 
Meanings were formulated, arranged and clustered into categories. Three main 
themes emerged: 
 
THEME 1: The midwives experienced the triage tool to be inadequate; it is failing the 
mothers and their unborn babies and compromising holistic midwifery care. 
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THEME 2: The midwives experienced that the high influx of self-referred patients 
and the low staff numbers contribute to medical and obstetric-related complications, 
even death. 
 
THEME 3: The midwives were dissatisfied with management who did not support 
midwives or provide sufficient human and material resources. 
 
The themes and sub-themes, which are descriptive of the midwives’ experiences 
with regard to the use of obstetric triage, are summarised in Table 3.2. 
 
TABLE 3.2: The experiences of midwives with regard to the use of obstetric 
triage in Bojanala 
THEME CATEGORIES 
1. The midwives experienced the 
triage tool to be inadequate; it is 
failing mothers and their unborn 
babies and compromising holistic 
midwifery care 
1.1 The design of the obstetric triage 
tool is not user-friendly or reliable 
and lacks some vital details; it 
therefore puts the lives of mothers 
and their unborn babies at risk. 
- It does not give a clear picture of the 
patient’s condition; therefore, the 
midwives are sometimes unable to 
diagnose a high-risk patient correctly. 
- It does not distinguish between low and 
high risk. 
- It does not alert the midwives to medical 
risks. 
- There is not enough space to elaborate 
on conditions and to plot the partogram. 
- It does not alert to high-risk patients and 
conditions. 
- One can miss important information as it 
is not organised well enough to prioritise. 
- One must page back and forth to get 
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THEME CATEGORIES 
information. 
- The tool still uses the old system to 
manage a positive HIV status. 
 
1.2 Participants made some 
recommendations to revise the tool 
for it to be more user-friendly, 
holistic and reliable. 
- It should have three pages of initial 
assessment. 
- It should have a column for detailed vital 
signs and to specify any allergies. 
- It should have a space to record the 
management of the patient. 
2. The midwives experienced that 
the high influx of self-referred 
patients and the low staff 
numbers contribute to medical 
and obstetric-related 
complications, even death 
2.1 The self-referrals that arrive at the 
hospital without being referred 
cause a high influx of patients and 
interruption in the midwives’ work. 
- The midwives cannot refuse to help these 
patients and therefore must continue to 
do a full assessment on them. 
- The self-referrals take up space that is 
required for patients in labour. 
- The midwives must do all the 
administration of these patients such as 
referring them for antenatal assessment. 
 
2.2 Staff shortage is a major crisis. 
- It causes midwives to feel burnt out and 
uncared for. 
- There is just one sister in Admissions, 
and this person is also responsible for 
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THEME CATEGORIES 
fetching patients for caesarean sections. 
- The midwives in the labour ward have to 
manage more than one patient at a time. 
- If one sister has to work in high care, 
there are not enough midwives left to 
manage everything. 
- Doctors are not available as and when 
they are needed, and the midwives have 
to wait for hours for their assistance. 
- Teamwork is compromised. 
 
2.3 The high and uncontrolled influx  
of patients and the shortage of staff 
result in negative perinatal 
outcomes: 
- Maternal deaths and stillbirths. 
- Foetal distress. 
- Missing important patient information. 
- Delays in care. 
- Patients sleeping on the floor or sitting on 
benches. 
3. The midwives were dissatisfied 
with the management who did not 
support midwives or provide 
sufficient human and material 
resources 
3.1 Management seem unsupportive, 
which left the midwives feeling 
dissatisfied and angry. 
- They felt overburdened and burnt out. 
- The felt discouraged, seeing that they do 
not receive emotional support and 
encouragement from management. 
- They felt frustrated with the ineffective 
system. 
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THEME CATEGORIES 
3.2 A lack of well-defined policies forces 
the midwives to function with limited 
protection, which puts them and 
their patients at risk. 
- No policy is in place to refer a patient to 
the clinic, which means that the patient 
remains the midwife’s responsibility. 
- Unclear admission policies result in all 
maternity patients being admitted to the 
maternity ward, although they have 
irrelevant labour conditions. 
- No policy is in place to ensure that 
patients who need an ambulance will 
receive continuous care while being 
transported. 
 
3.3 The infrastructure is not supportive 
of quality nursing care. 
- There is not enough physical space for 
both admission and ward patients 
- The infrastructure does not separate 
maternity and labour cases from the rest 
of the hospital’s treatments; there is a 
dire need for it to be separated to enable 
focused treatment 
 
3.4 The management seems to overlook 
the serious shortage of working and 
available equipment, which often 
leads to a negative outcome for 
mothers and babies. These 
shortages include: 
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THEME CATEGORIES 
- oxygen points (only one available), 
- CTG machines, 
- CTG paper, 
- gloves, 
- catheters, 
- urine bags, 
- medicine like Magnesium Sulphate and 
Oxytocin, 
- HB metres, 
- urine sticks, 
- linen and blankets, 
- linen savers, 
- phones and hand-free phones, and 
- sometimes no electricity. 
 
3.5  DESCRIPTION OF FINDINGS 
 
3.5.1  THEME 1: The midwives experienced the triage tool to be inadequate; it 
is failing mothers and their unborn babies and compromising holistic 
midwifery care 
 
The midwives described the obstetric triage tool as inadequate and not 
comprehensive enough to alert them of the extent of the patient’s condition. It lacks 
the information necessary to assist in diagnosing their patients. The participants 
related this as a risk for mothers and their unborn babies. The midwives expressed 
their dissatisfaction with the obstetric triage tool, and made some recommendations 
for the tool to address holistic nursing and midwifery care. 
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3.5.1.1  The design of the obstetric triage tool is not user-friendly or reliable 
and lacks some vital details; it therefore puts the lives of mothers and 
their unborn babies at risk 
 
Regulation R2488 (1990:n.p.) mandates that midwives shall keep clear, accurate, 
legible and detailed records of the patients in their care, which are to be dated and 
signed. Failure by midwives to record all the details pertaining to the patient can lead 
to disciplinary measures being instituted as per provision in Regulation 767 (2014:8). 
These records are clinical records and they should be comprehensive and 
descriptive of the patients’ clinical history. 
 
An obstetric triage tool should be specific to obstetric triage in order to promptly 
detect existing and potential obstetric and clinical problems a woman may present 
with (Quaile, 2018:294). A clear clinical picture of the patient’s condition will afford 
the assessor an opportunity to apply clinical judgement in dealing with the patient 
(Van Graan, et al. 2016:281). The midwives experienced that the obstetric triage tool 
currently in use does not give a clear picture of the patient’s condition; therefore, the 
midwives were sometimes unable to correctly diagnose a high-risk patient. This was 
confirmed by the following quotes: 
 
“if you look at our document it’s not the one that you can say it’s very good!’’ 
P4 
 
“The initial assessment should give you a clear picture of the patient so at the 
moment the initial assessment tool we are using, I don’t think it is 
comprehensive” P8 
 
“The experience that I had using the obstetric triage tool is that it lacks some 
information” P9 
 
“Okay! Uhmm! The initial assessment tool is quite in a way incomplete, as a 
sister from the the clinic you always have to refer back to antenatal 
assessment graph.” P5 
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“These types of things are not mentioned in totality so the patient is not 
holistically assessed, we don’t look at the spirituality, the mental effect to the 
patient, I mean the patient expected to have a normal vaginal delivery, now 
complications happened, now its hospital referral” P1 
 
“Being a midwife or an experienced midwife, I have realised that there are 
important things that should be included in the initial assessment so as to give 
you a good picture of the patient’s condition! Things such as previous surgery 
history should be included in the initial assessment. Uhmmm! You have to 
page many pages in order to get comprehensive information about the 
patient.” P8 
 
“initial assessment as it is it cannot give you a clear picture of how is the 
patient” P7  
 
One of the characteristics of obstetric triage is that it should be specific and detailed 
so that a high-risk patient can immediately be distinguished from a low-risk patient 
(Quaile, 2018:295). This is a measure to decrease the waiting time for pregnant 
women with serious risks that require urgent attention (Quaile, 2018:295). However, 
midwives expressed that the tool does not distinguish between low and high-risk 
patients: 
 
“There is no like a tick box or something that will be convenient just to make 
you alert that this person is having a medical condition” P1 
 
As a result of the tool being unable to distinguish between low and high-risk patients, 
midwives experienced that the obstetric triage tool does not alert them to patients 
with medical and obstetric-related risks. Participants explained: 
 
“You forget... some things, I am not going to lie you forget some things. You 
focusing only on uhmmm! For instance, focusing only on what the patient has 
come with at the moment” P1 
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“So in this regard we will not be able to manage our patients accordingly, we 
will miss the patient by not knowing risk factor” P6 
 
The tool’s failure to alert the midwives of the high-risks patients contributed to delays 
in response to the obstetric risks and problems, which is a major cause of the 
negative perinatal outcomes according to the perinatal problem identification 
programme. This is detrimental to the entire obstetric triage process because the aim 
of triage is to prioritise patients and attend to them according to the urgency and 
seriousness of their condition (Marombwa, Sawe, George, Kilindimo, Lucumay, 
Mjema, Mfinanga & Weber, 2019:2). Midwives experienced that they are unable to 
respond and attend to patients in time. They expressed: 
 
“There is no like a tick box or something that will be convenient just to make 
you alert that this person is having a medical condition” P1 
 
“So if you have an obstetrical emergency as you have used and triaged the 
patient, there is a delay in care, a delay in referral to the hospital because of 
the loopholes that are in the initial assessment of labour.” P5 
 
Admission notes are important because they provide baseline information of the 
patient which will be used to determine a correct diagnosis and treatment plan for a 
patient (Barnawi, Ghurab, Alfaer, Balubaid, Hanbazazah, Bukhari, et al. 2017:79). In 
labour wards, it is mandatory for the midwives to keep clear, accurate and complete 
records so that a deterioration in a patient’s condition can be detected as soon as 
the patient is admitted (Bailey, Wilson & Yoong, 2015:787). On admission, the 
patient’s plan of care is dependent on the quality and richness of the history obtained 
from the patient. The midwives expressed that there is not enough space on the 
obstetric triage tool to elaborate on a patient’s condition and the related plan of care 
they have to design for the patient. This was expressed as follows: 
 
“That tool that we are using, they didn’t provide us with enough space to write 
like on! The management, the space is so limited, you can’t write enough, all 
the information on the management and on the assessment. ...Hmmm! also 
on that form again, the risk factors we are given space but patients will be 
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having ... you find that the patient is a high-risk patient, is having more than 
one risk factor, so the space is not enough, so we are limited to write 
everything... There is no space provided for us to write the allergies” P6 
 
“The space where we have to write everything, we, we sometimes, you 
cannot elaborate further because of the small spaces” P3 
 
Principles of clinical record-keeping, as described by Meyer, Naude, Shangase and 
Van Niekerk (2017:331) and Selvi (2017:122), suggest that the notes should be 
sequential, detailed and narrative of the patient’s condition and the plan of care that 
is being carried out or yet to be implemented. As a result of this limited space in the 
obstetric triage tool, the midwives expressed that they resorted to writing the notes 
on other pages away from the obstetric triage tool, as depicted by the following 
quotations: 
 
“In the summary side it is there is no space because there is a lot write. Which 
causes us to go to another page” P7 
 
“You always have to go and write your notes and elaborate on what you 
wanted to say because its incomplete, you have to insert other data there and 
then you had triaged the patient...And then it’s not enough, and you haven’t 
elaborated then you have to go onto another page which is different from the 
initial assessment and you have to elaborate what you have done” P5 
 
“Paging through the maternity case record takes time, so if everything is 
written on the same page it will be able to save time” P8 
 
A study by Bailey, et al. (2015:787) critiqued previous studies which found that the 
midwives preferred oral communication during the hand-over of care as opposed to 
written notes. This is validated by the quotations from the midwives which describe 
the value of recording and report writing. 
 
“What is not documented in nursing is not done.” P5 
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“If you don’t write it, they will say you didn’t do it” P7 
 
Clinical notes and records are a means for communication among the healthcare 
professionals to ensure continuity of care and prevent a repetition of interventions on 
the patient (Selvi, 2017:121; Kacalova, Havelkova & Farkasova, 2017:179). The 
obstetric triage tool has to provide clear communication from one midwife to another, 
even in the absence of the other (Quaile, 2018:294). The patient hand-over is done 
orally, but it should be complemented with the full written notes to ensure no 
important information about the patient is lost (Ai Looi Lee & Kean, 2017:71). 
Midwives experienced that when they are taking over the responsibility of caring for 
a patient, they need the notes from the obstetric triage to get the full clinical picture 
of the patient. Participants shared: 
 
“We don’t really get the time to fill up the initial assessment form... Er! Now 
you have to deal with a patient that you don’t even know the situation because 
without assessi... without assessing the patient you will never know what kind 
of problem you are faced... with this woman” P3 
 
“right now you will be writing short notes because there is no enough space, 
when the patient is transferred to another level they don’t have full 
information.” P6 
 
“you need to elaborate on what you have done and how you have done it so 
that you are able to explain to another person who will be holding the record 
without you being there and saying it verbally to their face.” P5 
 
The separation of notes from the obstetric triage tool caused the midwives to 
experience that they miss out on important information about the patient as the 
information is not organised or in chronological order (Selvi, 2017:122) to allow them 
to prioritise patients. A participant explained: 
 
“Now you are faced with this big baby, its breech and you never even had a 
chance to transfer the patient to the hospital” P3 
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With this separation of reports and the possibility of missing out on important 
information relating to patients’ conditions, midwives found themselves having to 
page back and forth in the maternity case record to find information, which was time-
consuming. The following quotation describes their experience: 
 
“But the initial assessment you have to go through it and have to go back so 
it’s a waste of time actually, it is really a waste of time” P1 
 
Muller and Bester (2016:250) regard procedure manuals, policies and assessment 
tools as important documents for the healthcare facility to avoid healthcare-related 
litigations by prescribing standards to the healthcare services they render. These are 
reviewed periodically to assess and evaluate their effectiveness and relevance, and 
Meyer, et al. (2017:268) suggest that they should be updated annually. The 
midwives experienced that the obstetric triage tool is outdated. It is still using old 
systems and protocols to manage conditions such as HIV with patients on 
admission. The following quotations supported their experiences: 
 
“this maternity case record has been here for years now” P3 
 
“The book has not yet been modified as to how do we give the medication to 
the patient. Its still as if we use AZT, we no longer using AZT. 3 hourly in the 
patient that is in labour irregardless of the CD4 count” P9 
 
The midwives generally had negative experiences with regard to the use of the 
obstetric triage tool and associated it with the negative perinatal outcomes which 
compromise the health status of mothers and their unborn babies. 
 
3.5.1.2  Participants made some recommendations to revise the tool for it to be 
more user-friendly, holistic and reliable 
 
Obstetric triage was derived from the nursing process approach which comprises of 
assessment, nursing diagnosis, planning and outcome identification, implementation 
and evaluation (Veit-Rubin, Brossard, Gayet-Ageron, Montandon, Simon, Irion, et al. 
2017:1867). The nursing process approach was designed to ensure that patients are 
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individualised and their care is holistic and specific to them (Berman, Snyder & 
Frandsen, 2016:181). Having experienced that the obstetric triage tool is inadequate, 
non-comprehensive and compromising holistic nursing and midwifery care, 
participants expressed that there is a need for the tool to be revised as per the 
following direct quotations: 
 
“I think the initial assessment can be relooked and more information can be 
added.” P8 
 
“Something needs to be done with this initial assessment form.” P3 
 
“This tool is failing our patients actually...So this tool needs to be revised and I 
think... my suggestion is that they should call midwives!” P4 
 
The nursing process starts with an assessment. The assessment is done 
subjectively and objectively through physical examinations and verbal 
communication with the patient (Berman, et al. 2017:185). Obstetric triage, as 
prescribed by the maternal guideline of 2015, comprises of a series of diagnostic 
tests and procedures which are subjective and objective. These include history 
taking, physical examination, foetal monitoring and recording of maternal vital signs 
(DOH, 2015:48).  
 
Midwives experienced that there is lack of space to record all the necessary 
information obtained during obstetric triage. They recommended that the space be 
increased: 
 
“The space is so limited. I just wish those kind of elaborations there was 
enough space or the second page from the initial assessment ...I think” P3 
 
“That tool that we are using, they didn’t provide us with enough space to write 
like on! The management, the space is so limited, you can’t write enough, all 
the information on the management and on the assessment ...The space is 
not enough, so we are limited to write everything.” P6 
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Vital signs form part of the objective data collected during the assessment and helps 
identify high-risk patients who need urgent attention (Nathan, Boene, Munguambe, 
Sevene, Akeju, Adetoro, et al. 2018:2). It is mandatory for vital signs to be monitored 
because patients can immediately be treated as soon as abnormalities are detected 
(Nathan, et al. 2018:2). Midwives experienced that the obstetric triage tool has no 
provision for detailed vital signs on admission, and this was confirmed by the 
following quotes: 
 
“They should have the column of vital signs! Initial assessment! You know 
look at this {Points at the initial assessment tool} ... I am gonna {informal 
English for going to} show you! They have got pulse, BP, Temperature, we 
should have respiration, we should have SPSO2 ... There is nowhere we are 
checking the urine, there is nowhere we are ... current weight of a patient” 
{shakes her head} P4 
 
“not all vital data are there. Like as said, the glucose is not there you know.” 
P5 
 
The midwives then made a recommendation that there should be a designated 
space for all the vital signs in the triage tool. They also stated that it should include a 
section for allergies. The following quotations are their expressions: 
 
“I think they should amend the initial assessment of labour especially with the 
vital data” P5 
 
“They should have the column of vital signs! Initial assessment! You know 
look at this {Points at the initial assessment tool} I am gonna {informal English 
for going to} show you! They have got pulse, BP, Temperature, we should 
have respiration, we should have SPSO2.” P4 
 
The results of both the subjective and objective assessment are summed up and 
afford the midwife with facts to formulate a relevant nursing diagnosis for the patient 
as per the second step of the nursing process based on their clinical judgement of 
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the patient’s condition (Van Graan, et al. 2016:34). The midwives are aware of this 
and are eager to apply it: 
 
“The first thing that you will do is you will be focusing on PV first... the vital 
signs to the urine testing, like everything and the CTG has to run at least thirty 
minutes” P9 
 
Assessment and the collection of patients’ information, both subjectively and 
objectively, is followed by the nursing diagnosis (Gulanick & Myers, 2017:3). 
Midwives will have to design a plan of care with specific outcomes to be 
implemented immediately, and later evaluated (Gulanick & Myers, 2017:3). The 
designed plan of care will need to be documented comprehensively and legibly as it 
will be implemented by all the midwives who will care for the woman to ensure 
consistency in the quality of care being rendered (Lindo, Stennett, Stephenson-
Wilson, Barrett, Bunnaman, Anderson-Johnson, et al. 2016:500). The midwives 
expressed that the obstetric triage tool currently does not afford them such space: 
 
“When you admit the patient you assess the patient, how was the patient, 
when she got in but there is no space for it even when you go to 
management, there is a lot to write about, here we must plan and manage so I 
don’t know how we can manage the patient without planning for the patient.” 
P7 
 
“And the management as well! What you have done, its only two lines and it’s 
not enough” P5 
 
They recommended that it should have space to record a patient’s management by 
stating: 
 
“I would like them to give us more space to write the management as it is 
important” P6 
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Midwives seem to take report writing and record-keeping very seriously and view it 
as a major part of their midwifery responsibilities. They related it to the saying that 
“What is not recorded is not done”. 
 
3.5.2    THEME 2: The midwives experienced that the high influx of self-referred 
patients and the low staff numbers contribute to medical and obstetric-
related complications, even death 
 
Midwives experienced the high number of self-referred patients and the low staff 
numbers as a major crisis. They related this as an imbalance in the midwife-patient 
ratio, which is a cause of serious interruptions in the midwives’ duties. They also felt 
it contributed to the deteriorating quality of midwifery care, which led to negative 
perinatal outcomes, including deaths. 
 
3.5.2.1  The self-referrals that arrive at the hospital without being referred 
cause a high influx of patients and interruption in the midwives’ work 
 
The human rights charter stipulates that every human being has a right to health and 
medical care. The patients’ rights charter in terms of Section 27 of the constitution 
(1996:11) also stipulates that every patient has a right to access health care. Basic 
antenatal care mandates that the healthcare facility should be within a five-kilometre 
radius for pregnant women to access in case of emergencies to improve positive 
birth experiences. The maternal healthcare system in South Africa is dependent on 
the referral system (WHO, 2016:1) from lower levels of care to the higher levels of 
care (DOH, 2016:17). This referral system depends on the seriousness of the 
maternal and foetal condition. The midwives expressed that they experience high 
number of patients who are self-referred in their facilities: 
 
“The self-referrals uhmm! They don’t go to clinics most of the time because” 
P7 
 
“You find that there are those patients that are supposed to go to the clinic 
that really doesn’t need to be in the hospital but they just come straight to the 
hospital. Self-referrals as well on top of those patients that are being referred 
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by the clinics that need priority attention so there is just self-referrals with no 
problems they just pop in.” P2 
 
“As we have got self-referrals and then unbooked patients there is lot of 
unbooked patients, they don’t go to the clinics” P4 
 
“Most of the women will come, just come to the hospital when they are in 
labour, they are not booked” P6 
 
The midwives stated that they cannot refuse or deny service to the self-referred 
patients who arrive at their facilities as regulated by the laws of the country. 
Participants were fully aware of these laws, as depicted by the following quotation: 
 
“I don’t have a law that says that I can send the patient back. I am just 
working, a patient that comes in needs to be serviced, needs to be attended 
to, need to be helped. Even though I can see that the patient needs to go 
back to the clinic, I can’t because we are working with law. No protocol, no 
law that is saying to me that as a nurse, as a midwife even if I see that this 
patient needs to go back to the clinic, I can’t send that patient back.” P9 
 
As a result, the midwives expressed that they are then obliged to perform a full 
assessment on the patients and admit them. This process is time-consuming and 
demanding. These women are then admitted in the facilities despite being low risk. 
Participants explained: 
 
“You are having patients that you see they are low risk but you cannot take 
them back, so there is no referral policy, down referral policy” P4 
 
“If the patient comes in the hospital, not ANC but the first booking, an 
unbooked patient, you must admit the patient and start bookings for her” P7 
 
Midwives expressed that the self-referred patients who are admitted with low-risk 
conditions take up the space meant for high-risk patients: 
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“That is the one that is causing influx” P4 
 
“we are the only referring hospital so there is overflow of patients,” P6 
 
“Patients who should have delivered at the clinic end up coming to the hospital 
and patient who needs the hospital care they end up sleeping on the floor, or 
they end up sitting on the benches not having because of patients who would 
have delivered at the lower level... at the clinic if I may put it that way!” P8 
 
3.5.2.2  Staff shortage is a major crisis  
 
Mkize (2019:n.p.) highlighted that there is a critical shortage of skilled midwives in 
South Africa to care for women in labour. Midwives experienced that the high influx 
of patients received in their facilities is more than the low staff numbers able to care 
for. Midwives expressed that they often find themselves being alone in admissions 
and responsible for too many patients, managing everything, including fetching 
caesarean section babies in theatre: 
 
“Being alone as being a sister alone in the clinic is very hard. So where there 
are only two sisters and one assistant nurse, as midwives we have to ensure 
that everything is running smoothly” P5 
 
“You find that one midwife is working in admission and also fetching 
caesarean sections” P4 
 
Mathibe-Neke and Mondell (2017:191) affirm that pregnancy has implications on the 
emotional and psychological state of women, which can become negative when they 
are admitted for labour, and Sellers, Dippennaar and Da Serra (2018:411) 
associates this mainly with the fear of labour and contraction. Midwives mentioned 
that they often find themselves having to attend to more than one patient at a time 
due to insufficient staff numbers. This contravenes the stipulations of Regulation 
R2488 (1990:n.p.) that a woman should never be left alone during the active phase 
of labour. Participants explained: 
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“My biggest challenge is shortage of staff” P3 
 
“You find that there is only one midwife that is attending four bedded labour 
room and the other will be attending admissions and also doing the caesers ... 
attending to caesers” P6 
 
“you that is working in admission you need to attend the emergency 
caesarean sections at the same time” P2 
 
“There will be four stretchers at the same time and wheelchairs coming in, 
and you are alone working there” P7 
 
“So while you are busy with that obstetric emergency there are other patients 
who are in labour that are coming in. so you can’t really say I am busy with 
the ... emergency you guys stay put, I will see you later. You can’t say that. 
You must just do something” P5 
 
“You are busy Er! Admitting, you are busy progressing and you are busy 
delivering. Sometimes, the woman is screaming this side the other one is just 
entering the door with head on perineum, sometimes you just even don’t know 
who to help first.” P3 
 
Midwives further shared that even when very few staff members are on duty, they 
are still delegated to assist in the high care areas within the unit. This causes a 
further reduction in the number of midwives to manage everything. A participant 
stated: 
 
“When three patients are delivering we must leave what we are doing and go 
and help with the deliveries so I think sometimes workload is too much for us.” 
P7 
 
Midwives are aware of their stressful working conditions and acknowledge that there 
is a need for teamwork. Lyubovnikova, West, Dawson and West (2018:388) argue 
that teamwork improves staff morale and provides a sense of belonging because the 
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team objectives are shared. The midwives expressed their value for teamwork in the 
following quotations: 
 
“By right we are supposed to ... (Stutters)Where I am working we are 
supposed to be at least two, two nurses in admission, two professional nurses 
in admissions and then two sisters in labour ward neh ... but its like a norm 
that we are only five, so meaning that one sister will have to go and work” P2  
 
“Us obstetrics, is a critical, it’s a critical institu ... it’s a critical ward; people will 
have to work hands to hands. uhmm! You can’t attend to one delivery alone” 
P6 
 
“If the other one is working in labour sometime she is having four to five 
patients delivering at the same time. So that makes us that we must help each 
other. When there is a patient who comes bleeding” P8 
 
“Without teamwork then patients are going to suffer it’s not about us the 
midwives, it’s about those women, its all about the babies” P3 
 
Although teamwork is of great importance in obstetrics, midwives experienced that 
with low staff numbers and a high influx of patients, it is very difficult to accomplish 
teamwork. Midwives expressed that they often find themselves alone because 
everyone is focusing on the numerous patients in their care. Midwives described this 
as compromising the midwifery teamwork: 
 
“The sister that is working in labour ward she is alone and the one that is 
working in high care is also alone and the other one working in admiss ... 
Antenatal care is alone. Not meaning that the sister they don’t really want to 
help you in admissions when you are busy.” P2 
 
“Some of these nurses are going to suffer and especially in delivery Er! Will 
need help from the one who is admitting and the one who is admitting will be 
needing help from somebody else who is not even there” P3 
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Obstetric triage and care require a multidisciplinary approach which comprises of 
obstetric and anaesthetic doctors who are working in the maternity department and 
responsible for admitting and caring for women in labour (Ai Looi Lee & Kean, 
2017:71). Midwives are teaming up with doctors working in obstetric departments to 
ensure quality long-term care (Kacalova, et al. 2017:179). Participants were aware of 
the importance of the multidisciplinary team, as expressed by the following 
quotations: 
 
“We are supposed to be working as a team, we are multi disciplinary team.” 
P8 
 
“it takes thirty minutes to see one patient to say that you are complete before 
the doctor can come and assess the patient.” P9 
 
“Immediately after triage, Er! When you are encountering a problem you have 
to call the doctor at the hospital.” P3 
 
“So when see the patient! You write the ... the ... the ... (Stutters)The 
problems of a patient and then immediately then you have to inform the doctor 
so that they can prioritize the patient.” P2 
 
However, being part of this team made midwives aware that the staff shortage does 
not only affect the midwifery team but also the doctors who are working closely with 
them. Participants stated: 
 
“There is only one doctor for the whole clinic.” P5  
 
“I think we have shortage of doctors! Shortage of doctors you know we are 
hammering about it that in triage, the way we will be allocated with an intern 
or Comm serve.” P3 
 
“Doctors! Maybe they can be only two. The other one is doing caesers, and 
there is only one doctor in the ward.” P8 
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“In the doctors side there will be one intern will be running around booking 
caesers and also attending to high risk patients” P6 
 
“Most of the time we work with interns and students, the MO will be in ... 
Working in high care and in admissions most of the time it’s a student” P7 
 
Ntsaluba (2019:n.p.) reported that South Africa has been unable to employ many of 
its newly qualified doctors, which results in a critical shortage of doctors in public 
health facilities. Midwives experienced that the doctors are sometimes not available 
when they are needed, and the midwives have to wait hours for their assistance, as 
described by the following participants’ statements: 
 
“Most of the time doctors are not available, they will be in theatre and there 
will be no one to talk to.” P3 
 
“We have to wait. Sometimes: hours for the doctor to come and see the 
patient that you are busy with so that you can make a proper diagnosis, that 
doctor is busy there in labour or maybe in the ward or in high care. 
Sometimes the doctor is available but you have to do sonar! Things like 
assessing the patient to see that the patient is pale, the doctor has to draw 
some blood, it takes time for the doctor to come and help because we don’t 
have phlebotomists that are already there to help us.” P8 
 
The staff shortage does not only refer to the total number of staff members on duty. 
It also entails their skill and knowledge, as well as the experience of staff members 
to actually carry out the responsibilities pertaining to patients’ care (Meyer, et al. 
2017:221). The multidisciplinary health team comprises of different health team 
members with respective skills and knowledge of the job (Ai Looi Lee & Kean, 
2017:74). Midwives experienced that they are often teamed up with junior doctors 
who are inexperienced to lead the team and make decisions on the plan of care for 
patients following obstetric triage. Barnawi, et al. (2017:80) conducted a study which 
found that although junior doctors are able to follow the prescribed procedures on 
history taking and physical examination, their records of these activities are often 
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incomplete, which leads to inaccurate diagnoses. The midwives described their 
experiences as follows: 
 
“It’s very difficult and you will be working with a doctor who is new, not 
experienced. You must ask the doctor, sometimes they don’t know what to do 
because they don’t have experience and the MO will leave the doctors to do 
everything which is difficult for them. And sometimes when you ask the doctor 
to come and assess the patient like you see this is a very difficult case an 
emergency, MO will say I am busy and then the intern or the student doesn’t 
know what to do so sometimes it becomes very difficult in our side because 
the patient will be delayed to go to theatre or to be helped because of the 
doctors assessment.” P7 
 
“In the doctors side there will be one intern who maybe will be starting to work 
in the unit!, not knowing the unit well ... And he will also need the assistance 
of the midwives and whereas with the midwives, there is shortage of 
midwives. And then him! He will still be struggling with the unit setting and the 
routine in the unit MO will be in theatre.” P6 
 
One of the major roles of the midwives within the multidisciplinary team is that of 
advocacy, stipulated by the scope of practice of professional nurses and midwives 
under Regulation R786 (2013:11). This is to ensure that the midwives protect the 
patients’ rights, keep them safe against harm, and ensure that the decisions of the 
multidisciplinary team are for the total and maximum benefit of the patient as part of 
their own scope of practice (Casey, O’Connor, Cashin, Fealy, Smith, O’Brien, et al. 
2018:272). However, the midwives experienced that advocating for patients with 
junior doctors is not always easy. Mkize (2019:n.p.) highlighted that the midwives 
have a lowered sense of empowerment and independent role as they are often 
perceived as assistants to the doctors. Participants shared their experiences by 
saying: 
 
“In triage, the way we will be allocating with an intern or Comm serve and this 
comm. Serve has been working in paediatrics for six months and allocation 
says maternity! She comes and we work with her. And you are an 
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experienced midwife sometimes you just say doctor this is a definite abruptio 
and because he is or she is a doctor and you are a mere nurse they tend to 
feel threatened by that ... So even an experienced midwife you know, when 
they tell them that and they say Pv, this patient is not progressing. The delay 
of management in triage, they say no she has been four centimetres and they 
arrive and say no she is progressing she is six and it is delaying {appears 
angry} ... It is affecting triage that when you triage your priority patients 
becomes now normal patients to them, because you will be saying this one is 
a definite caeser and they uh… uh say we allow to progress. ... So now your 
triage is useless because their diagnosis comes first and when you wrote that 
there is nothing you can do” P4 
 
“The doctor will be wanting to like change your diagnosis because he feels 
somehow that Er! The woman is not Mmmmh! Is not an emergency as such ... 
But then you just have to stay here with a patient and then progress the 
patient whereas you know there is a problem ... SO I need, I think nurses 
should up their game in advocating for their patients, because once you don’t 
advocate for patients a problem is going to arise and you will be alone there ... 
{Sigh} So I don’t know! We really need to be ... decisive if and really advocate 
for those patients because if you leave that situation to take its course then 
you are the one who is going to be having a problem” P3 
 
The midwives experienced that these often compromise the teamwork among the 
multidisciplinary team: 
 
“Sometimes the doctors feel that they can’t be reprimanded or they can’t be 
told what to do by the midwives that is one of thee problems that we are 
encountering ... so the shortage of staff of doctors I think that it is one of the 
factors that makes them not to work well will with us.” P8 
 
“So now your triage is useless because their diagnosis comes first” P4 
 
Mokoena (2017:63) conducted a study on the shortage of resources and found that a 
shortage of staff generated feelings of fatigue, burn out, anger and shame. The 
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compromised interdisciplinary and multidisciplinary teamwork, and the low staff 
numbers, which is responsible for an even larger influx of patients, was experienced 
as a source of burn out by the midwives. It felt like nobody cares for them. They 
expressed their experiences with the following quotes: 
 
“And the other thing is no appreciation from the operational manager we are 
so overworked but every little mistake that we make, we are being crucified. 
We are supposed to be supported because it’s not easy” P3 
 
“People are burn out because there is nobody who cares about carers these 
days ... then if you are not appreciated by your supervisors it makes it even 
more difficult for you to love what you do because you are always scared that 
okay fine! Should something happen here I am going to be crucified instead of 
being supported whereas they know the problems that we encounter” P8 
 
3.5.2.3 The high and uncontrolled influx of patient and the shortage of staff 
result in negative perinatal outcomes 
 
The uncontrolled high influx of patients and the low staff numbers created a serious 
imbalance in the midwife-patient ratio. This imbalance created a decline in the quality 
of the midwifery care the patients receive during obstetric triage. 
 
“There is sort of like a tool that we are supposed as I am saying. But most of 
the time we are not using it properly as I am saying due to the lack of staff” P2 
 
“You find that there is one sister working in the admission room due to 
shortage of staff which makes it difficult for her to assess patient 
comprehensively and that in turn leads to the fresh stillborns and maternal 
death because of being unable to diagnose.” P8 
 
The patient waiting time is the amount of time a patient waits to be seen or receive 
treatment (Kumari & Patyal, 2018:6). Floyd, et al. (2018:46) recommend that 
obstetric triage should be carried out within ten minutes of a woman’s arrival in order 
to speedily respond to any existing foetal or maternal conditions which may be fatal, 
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such as severe pre-eclampsia and foetal distress. Midwives are aware of the waiting 
time and its importance. However, the midwives experienced that the high influx of 
patients, related to the lower staff numbers in the obstetric triage and admission 
rooms, caused a delay in patients’ care. They expressed that this causes an 
increase in waiting time: 
 
“the workload increases the time is delayed as to when do I see a patient that 
really needs that care ... one assessment per patient it takes thirty minutes to 
see one patient to say that you are complete ... Meaning that the time for me 
to see the patient is going to be delayed by thirty minutes” P9 
 
“Shortage of staff and lot of influx of patients ... Now that we find that with 
shortage of staff we sometimes miss patients that need to be attended first” 
P2 
 
Quaile (2018:295) argues that an increase in waiting time, particularly in obstetric 
triage, predisposes the mother and the foetus to serious clinical complications 
(including death) that could be prevented when detected early. Midwives 
experienced that the delay in patients’ care caused the patients to be queuing for 
assistance in large numbers, and there was just not enough space to accommodate 
them all. As a result, patients ended up sleeping on the floor and sitting on benches 
for prolonged periods. The participants explained: 
 
“will be having more clients especially during the night we will be having like 
twelve admissions to thirteen admissions ... And there is no space, we will be 
having only 2 beds for admission so whilst you are admitting this one, this one 
is Er! They are on the bench waiting on the queue waiting for you to admit 
them” P2 
 
“Space! In triage! With 4 beds and you are the receiving and every hospital is 
sending! Let me count how many are sending {counts} one, two three, we are 
having three hospitals and health centres are more than eight. So they are 
sending to you and we are having only four beds to triage” P4 
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This high and uncontrolled influx of patients queuing for assistance was described by 
midwives as a cause for missing out on important information regarding patients’ 
symptoms, which made it difficult for the midwives to perform obstetric triage on 
those women. They described the experience as follows: 
 
“So due to this influx, there is no proper assessment” P4 
 
“And some of them will deliver on those chairs” P2 
 
Perinatal problem identification classified the delay in care and missing important 
patients’ information as a cause of negative perinatal outcomes. Midwives felt these 
delays and missing information as a source of negative perinatal outcomes which, in 
their case, included foetal distress, stillbirths and maternal deaths. They expressed 
their experience as follows: 
 
“And sometimes you find that patients are lying on a stretcher because you 
have not got time to triage them because this one is waiting for a caeser, she 
cannot move” P4 
 
“When I am talking about a delay of care I mean that the patient won’t be 
referred and taken immediately as the patient is an emergency” P5 
 
“There is a delay in admission for the doctors to attend to patients in 
admission ... This is affecting triage because other patients are complicating 
while are still waiting on the benches, we fail to manage them accordingly on 
time because of the lack of space.” P6 
 
“due to shortage of staff which makes it difficult for her to assess patient 
comprehensively in time and that in turn leads to the fresh stillborns and 
maternal death because of being unable to diagnose.” P8 
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3.5.3  THEME 3: The midwives were dissatisfied with management who 
lacked to support midwives and to provide sufficient human and 
material resources 
 
Midwives experienced a lack of support by management, which failed to protect 
them with well-defined policies to regulate the midwifery care service they render to 
patients. Furthermore, they also expressed that management does not speedily 
address the improper infrastructure that is not supportive of quality midwifery care. 
The midwives are frustrated by the management system, which seemed to overlook 
the serious shortage of fully functional equipment necessary for obstetric triage. The 
midwives associated the shortage of equipment as one of the causes of negative 
peri-natal outcomes for mothers and babies. 
 
3.5.3.1  Management seem unsupportive, which left the midwives feeling 
dissatisfied and angry 
 
Muller and Bester (2016:481) suggest that management has an obligation to keep 
their staff satisfied by speedily resolving any dissatisfaction which may be in the form 
of a complaint or a grievance as soon as it has been reported to them. The midwives 
expressed that the unfavourable conditions under which they are working left them 
feeling overburdened and burnt out, which can then reduce their productivity when 
providing comprehensive obstetric triage services. They described their experience 
as follows: 
 
“People are burn out because there is nobody who cares about carers these 
days. If carers are being cared for I think we will have excellent midwives ... 
Burn out you are having ... you know its like... they fell like: let me express my 
feelings! I felt like you are doing one thing over and over again without 
success. You end up saying ... you know ... I do this work so well but it 
doesn’t show, nobody recognises it.” P4 
 
The midwives said that despite management’s awareness of their feelings of being 
overburdened and burnt out, management did not support them. The lack of 
emotional support and encouragement left the midwives feeling discouraged with no 
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control over what they are going through. This is detrimental to the quality of 
obstetric triage they provide to women (Filby, McConville & Portella, 2016:20). They 
described the experience as follows: 
 
“Even the management they don’t support us because even if they see you 
are three on duty, they don’t see it as long as you push the work they are 
fine...Sometimes the management I think they must come and work with us to 
see. I don’t even know my CEO and I have never met my CEO, I never saw 
my CEO taking rounds! So how will he know how are we working under 
pressure? If they can support come to our department sometimes” P7 
 
A study by Lyubovnikova, et al. (2018:387) highlighted that the lack of management 
support frustrates employees and causes the entire organisation dysfunction since 
employees tend to strive to achieve organisational goals when they feel valued by 
their superiors. Midwives expressed that they are frustrated with the ineffective 
management system, and described their experience as follows: 
 
“There is lack of management support if only the management was supporting 
us” P7 
 
“If you are not appreciated by your supervisors it makes it even more difficult 
for you to love what you do because you are always scared that okay fine! 
Should something happen here I am going to be crucified instead of being 
supported whereas they know the problems that we encounter” P8 
 
“Our operational managers, they don’t appreciate, even they saw, they see 
that there is a shortage, you are trying to do, they just look at the problems, 
they don’t give us the solution on how to manage triage in our department.” 
P6 
 
Workplace frustrations, coupled with the lack of support, cause a change in staff’s 
behaviour towards their work and it was listed as one of the barriers to quality 
midwifery care in a study conducted by Filby, et al. (2018:13). Muller and Bester 
(2016:303) also affirm that staff dissatisfaction generates a negative attitude within 
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staff members. The frustration with management and unfavourable working 
conditions were projected on patients, which contravenes the six domains of quality 
care applicable during the obstetric triage and admission of women in the ward 
(Agency for Health Care Research and Quality, 2018:n.p.). Midwives’ description of 
this experience was as follows: 
 
“If there is a lot of patient I mean if you are working in admission, you are a 
person and there is pressure on you! Even our attitude change. If you see a 
lot of stretchers, I mean there I will be four stretchers at the same time and 
wheelchairs coming in, and you are alone working there, its very difficult you 
end up throwing temper tantrums to patients, and that is an attitude towards 
patients.” P6 
 
3.5.3.2  A lack of well-defined policies forces the midwives to function with 
limited protection, which puts them and their patients at risk 
 
A policy is a guideline used to enhance the quality of nursing care and prescribes the 
standards to be met (Meyer, et al. 2017:268). Midwifery practice is governed by 
Regulation R2488 of the SANC (1990:n.p.), as well as institution policies to protect 
the midwife and her practice. Midwives are aware of the regulations and policies 
governing their practice as expressed by the following quotation: 
 
“The hospital policy states that patients should be referred from the clinic 
because they need specialist care” P8 
 
The DOH (2016:17) stipulates that maternal health conditions are classified and 
referred. However, midwives experienced that there is no policy in place to control 
access for patients who are self-referred to their health facilities. A participant 
explained: 
 
“In our institution we don’t have any policies ... There are no written policies” 
P6 
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With no well-defined policy to control self-referred patients, midwives experienced 
that the patients remain their responsibilities: 
 
“Self-referrals with no problems they just pop in.” P2 
 
“So even if you want to redirect the patient you don’t have a policy that we 
stand on” P6 
 
“As a nurse even if I know that that this patient has to be turned back I cannot 
{shakes head} I cannot turn back because they are already at the hospital. 
There are litigations that are going to bind me if I turn the patient back. Should 
I turn that patient back, should anything happen to that patient when they go 
back I am going to be held responsible for that will happen to the patient” P9 
 
“You receive all those patients and there comes those poor self-referrals and 
they are expecting you to give the best care ... When you refer the patient, 
down refer they say it’s your baby.” P4 
  
Participants felt that this lack of well-defined admission policy led to all maternity 
patients being admitted in the maternity ward. This led to the admission of patients 
despite them having non-maternity related conditions. Participants shared: 
 
“The policies are not there and they don’t know the policies and they are not 
orientated actually ... So the doctors they don’t know what to admit because 
they take each and everything” P7 
 
“I am going to give you an example, one day I was working in triage and there 
comes a patient referred with stabbed wound, because she was 26 weeks, 
she was referred to maternity. So, you are concentrating on the wound 
instead of concentrating on the pregnancy” P4 
 
“There are no written policies, because uhmm! The doctors they ... it depends 
on who is working there, sometimes you will find that they say we are not 
supposed to admit the ... er! Non-viable pregnancies, they have to go to 
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Gynae. Ward, but when ... next week they change because there is no written 
policy to can say we are working on this!” P6 
 
The DOH (2016:17) states that patients should be referred from the lower levels of 
care to higher levels of care when their conditions warrant such referrals. Even with 
a need for referrals, there is no well-defined policy in place to ensure that patients 
who need an ambulance will receive continuous care while being transported. 
Participants expressed their experience as follows: 
 
“we know that we are not supposed to escort those kind of patients, so we are 
asking an advanced from EMRS and sometimes we just feel that it is not 
enough because this person is not an advanced midwife. She is just; they are 
just advanced in their own field so you never know what is going to happen 
with your client.” P3 
 
A lack of well-defined policies causes a high influx of patients, which is difficult for 
the midwives to control and manage. It also creates room for medical errors as there 
is no protection for either the midwives or their patients, as depicted by the following 
quotations from the midwives: 
 
“They say our hospital is a tertiary institution and we are only supposed to 
take the patient from hospitals but we are taking patients from the clinics, from 
the health care centers and sel- referrals that are unbooked, so our policies 
do not protect us! We don’t know what to do if there are a lot of patients even 
the doctors; they have got a problem of down referring the patients. They are 
saying we must down refer the patients but it’s very difficult when you don’t 
have the policy that is covering you!” P7 
 
“I don’t have a policy that says that I can send the patient back. I am just 
working, a patient that comes in need to be serviced, needs to be attended to, 
need to be helped.” P9 
 
“You cannot down refer you keep them and the chaos begins in the ward 
because you will have an influx” P4 
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“So in this regard we will not be able to manage our patients accordingly, we 
will miss the patient ... other patients are complicating while are still waiting on 
the benches, we fail to manage them accordingly” P6 
 
3.5.3.3  The infrastructure is not supportive of quality nursing care 
 
Meyer, et al. (2017:253) strongly emphasise that the hospital infrastructure needs to 
be designed in a manner to suit the type of service to be rendered and the physical 
surroundings should be favourable for nursing care. Midwives experienced that with 
no admission policy to control in-patients’ movement, there is a high influx of 
patients. However, there is not enough physical space in the maternity ward 
available for both admissions and in-patients. Participants explained: 
 
“There is no space, we will be having only 2 beds for admission so whilst you 
are admitting this one, this one is Er! They are on the bench waiting on the 
queue waiting for you to admit them” P3 
 
“Space! In triage! With 4 beds and you are the receiving and every hospital is 
sending! ... And sometimes you find that patients are lying on a stretcher ... 
because there is no space to take her” P4 
 
Midwives felt that the infrastructure of their health facilities is not supportive of the 
quality of obstetric triage and care they are supposed to render to their patients. 
Participants stated: 
 
“some of them sit on the floors or outside because there is no room and you 
have to wait. Sometimes you’ve got a patient who is bleeding on top of the 
bed, you cannot, or a patient with eclampsia or severe pre-eclampsia. You 
cannot take her out of the bed, you see?” P7 
 
  “And some of them will deliver on those chairs” P3 
 
“On that unit we don’t have space as I have already said! Also the privacy is 
not ... Er! There is no privacy in our labour rooms, because you will find that 
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there are two women in one labour room. And then when you are deliver this 
one and you close the curtain, but still that one can see what is happening” P6 
 
A hospital’s physical infrastructure should be safe, secure and functional, with proper 
waste disposal to prevent infections as per the seven domains of the national core 
standards. The maternity ward should be built away from the general hospital 
treatment areas to ensure focused treatment, easy access, and protection of the 
new-borns from infectious sites of the hospital. Midwives experienced that the 
current infrastructure of their facility does not separate maternity and labour from the 
rest of the hospital treatment areas. They expressed that this causes an interruption 
in the continuity of care: 
 
“I think in that hospital we need an MOU! Because even the unit that we are 
working in is not conducive. As we will be resuscitating the baby! And then 
you have to rush the baby to the neonatal ward, which is also far” P6 
 
Midwives associated this lack of separation of the maternity section from the general 
hospital treatment areas with a lack of space for obstetric triage. They felt that there 
is a dire need for it to be separated to enable focused care: 
 
“We really need to separate the ... general and midwifery part” P3 
 
“You know I mean if they can just separate labour and high care so that they 
become the other side and there be a wing, which they call progress of 
labour. So it shouldn’t be a mix up, there is this patient who is anaemic next to 
the one who is hypertensive you try to sedate but this one is screaming next 
to her” P4 
 
The midwives experienced that the community they serve is very large and continue 
to grow daily, yet the facilities are small-sized to cater for such a population. They 
expressed that there is a severe need for the erection of facilities to ease the burden, 
as depicted by the following quotations: 
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“In Rustenburg, the Bojanala district, its a very large population of people that 
are coming here to work on the mines. There is a lot of pregnant ladies!” P9 
 
“We really need a hospital in one of the locations like for instance in Tlhabane 
we need specific hospital for maternity” P4 
 
“There should be a building in a hospital specifically for the maternity which is 
much bigger to accommodate everyone” P8 
 
3.5.3.4  The management seems to overlook the serious shortage of working 
and available equipment, which often leads to a negative outcome for 
mothers and babies 
 
Obstetric triage comprises of a series of procedures and diagnostic tests necessary 
as per the assessment step (Veit-Rubin, et al. 2017:1867). These tests and 
procedures require specific equipment designed for the tests. This equipment should 
yield reliable and valid results, and with the latest technological developments, the 
healthcare staff can take full advantage of automated vital-sign monitoring 
equipment. This can provide readings speedily and signal abnormal ones to notify 
staff (Vousden, Nathan & Shennan, 2018:87). Findings are interpreted and 
summarised to establish a relevant diagnosis for the patient (Vousden, et al. 
2018:87). 
 
Midwives are aware of all the necessary tests and procedures to be performed 
during obstetric triage upon admission of a woman in labour. However, they 
experienced that there is a serious shortage of functional equipment which made the 
obstetric triage very difficult to accomplish. This shortage of equipment is detrimental 
to the quality of midwifery care, because if midwives do not have accurate working 
equipment, they are unable to diagnose life-threatening conditions such as elevated 
blood pressure, which can delay their response in managing such conditions 
(Vousden, et al. 2018:87). Midwives expressed their desperate attempts to get 
equipment by saying: 
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“I have to check all the BP’s, the vital signs, The HB, how far is the patient 
dilated, how far is the pregnancy ... from the vital signs to the urine testing, 
like everything and the CTG has to run at least thirty minutes for you to make 
a proper diagnosis on the foetus and the mother as well as regard to 
establishing the true signs of labour” P9 
 
“We also have a problem with equipment” P3 
  
The validity of the equipment is reliant on its accuracy and quality to perform what it 
has been intended to perform (Vousden, et al. 2018:90). Midwives were dissatisfied 
with the findings from the equipment they used and described this as causing their 
inability to make accurate diagnoses: 
 
“sometimes some of the machines are not even working so then we have to 
improvise ... Sometimes we have to use the manuals not the digital machines 
which are time consuming!” P3 
 
“Our machines are working nonstop. Sometimes you find that the HB metre is 
not working properly! You have to get means as to how do you check patient’s 
haemoglobin, sometimes our sugar ... Sometimes the CTG, the one that has 
to give us the proper diagnosis as per the department that we are working in, 
sometimes it loses contact, sometimes the toco is not working, you cannot tell 
if the patient is really in labour, you can only trace the foetal heart ...” P9 
 
The provision and maintenance of equipment is a prime responsibility of 
management to ensure the nursing staff is able to provide quality nursing care 
(Meyer, et al. 2017:253). Midwives expressed that they are dissatisfied with the rate 
at which management is going about addressing the shortage of equipment. 
Participants felt the equipment is not well maintained: 
 
“Sometimes the machine takes time to be serviced; at times you are not so 
sure if the patient ... if the readings that they are giving you are really what is 
happening with the patient ... they need to be serviced, not like you have to 
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wait for the machine to be broken ... There has to be a specific time as to after 
such a certain time the machine has to go to be serviced and new ones.” P9 
 
Midwives expressed that in addition to the lack of equipment, they are also 
experiencing a severe shortage of life-saving medicines necessary for obstetric 
emergencies diagnosed during obstetric triage. 
 
“no oxytocins sometimes we don’t even have a magnesium sulphate! And you 
have patients who are on magnesium sulphate, they are on magnesium 
sulphate some of them but it is out of stock! ... In triage if the patient comes 
loaded from the clinic they gave loading dose and theirs is to load. They come 
to us, we maintain these patients that they have loaded” P4 
 
Participants were even more concerned about foetal monitoring because the key role 
of the midwife is to ensure the safety of both the mother and the baby during 
pregnancy, birth, and in the post-partum period (Gama, Viellas, Torres, Bastos, 
Bruggermann, Filha, et al. 2017:226). Midwives expressed they had a limited means 
to monitor foetal well-being, and even fewer means to perform life-saving procedures 
– such as intrauterine resuscitations – which require specialised equipment: 
 
“This hospital I am working in it’s a level three hospital, but you find that you 
have only 3 CTG’s, with a 24 bedded maternity and labour” P4 
 
“sometimes you have to work with one machine per patient, sometimes a 
repeat is needed on the patient. The machine is busy on the patient. The 
machine is busy on the on the other patient you have to wait for it to do that 
patient then you can come and take it and use it on the other patient.” P7 
 
“one of the patients will be having a non-reassuring CTG or foetal distress so 
she will be on oxygen ... And also we have got a problem with oxygen points, 
we only work with one, there is only one oxygen point in the labour room 
which is difficult for us because you have to change around where there is 
some problems. Sometimes its three foetal distresses, you don’t know where 
to put the patient on oxygen because its only one point” P7 
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Midwives associated the serious shortage of materials and equipment with the 
negative perinatal outcomes for both mothers and their babies. 
 
3.6  CONCLUSION 
 
Chapter Three provided a detailed description of the experiences of the midwives 
with regard to the use of obstetric triage. The data were analysed using Collaizi’s 
(1978) descriptive method of data analysis (cited in Creswell & Poth, 2018:202). A 
central theme that emerged from the analysis is that midwives generally had 
negative experiences due to the challenges attached to the service they provide, 
which they realised is administrative and management related. The midwives shared 
some recommendations on how things could be improved according to their own 
perspectives. The participants’ experiences were then conceptualised and integrated 
into the existing literature. Recommendations, limitations and interventions based on 
the midwives’ experiences regarding obstetric triage are covered in Chapter Four. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 79 
CHAPTER FOUR 
CONCLUSION OF RESEARCH FINDINGS, RECOMMENDATIONS 
LIMITATIONS, AND CONCLUSION 
 
4.1  INTRODUCTION 
 
Chapter Four concludes the study and provides recommendations and strategies to 
enhance the use of obstetric triage by midwives. These recommendations were 
made with the aim of addressing the research objectives:  
 
• explore and describe the experiences of midwives with regard to the use of 
obstetric triage, and 
• make recommendations for obstetric triage in labour admission policies and 
procedures, alteration and formulation of the obstetric triage tool, and strategies to 
address the identified factors. 
 
Based on their experiences, the midwives shared factors affecting the use of 
obstetric triage. They also made some recommendations to facilitate the use of 
obstetric triage based on the identified factors which addressed the second objective 
of the study. Recommendations and the formulation of the strategies to facilitate the 
use of obstetric triage by midwives is based on the themes and categories 
addressed in Chapter Three. These strategies are integrated into the existing 
literature and, where applicable, contribute to the already existing body of 
knowledge. 
 
Strengths, limitations as well as recommendations for further research based on this 
study are also covered in this chapter, following the use of inductive reasoning. This 
allowed the researcher to reflect on the research purpose, objectives, and research 
findings, enabling the researcher to draw conclusions from the results. 
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4.2  PURPOSE AND OBJECTIVES 
 
A qualitative, exploratory, contextual, descriptive and phenomenological research 
design was used to conduct the study with the aim of exploring and describing the 
experience of midwives with regard to the use of obstetric triage in Bojanala district. 
Based on their experiences, recommendations were formulated to facilitate the use 
of obstetric triage by the midwives. A central question was posed to all the 
participants: “What is your experience of the use of obstetric triage?” This was done 
to address the research objectives.  
 
4.2.1  Objective one: To explore and describe the experiences of midwives 
with regard to the use of obstetric triage 
 
The existing literature revealed that the use of obstetric triage by midwives 
contributes to positive perinatal outcomes. Obstetric triage was a practice of choice 
by the midwives in their respective healthcare facilities. This was associated with its 
ability to afford midwives an opportunity to comprehensively assess patients, which 
provided them with a basis to design a plan of care for pregnant women admitted for 
labour in their care. Existing literature revealed that early identification and 
anticipation of pre-existing clinical problems could occur with comprehensive 
assessments, and a specific plan of care can be designed to prevent further 
complications. 
 
With obstetric triage as an encouraged practice, literature revealed that this practice 
is often met with challenges, which makes it difficult for the midwives to execute. The 
challenges include increased waiting times associated with high numbers of patients 
awaiting obstetric triage, and few midwives on duty to attend to patients; and under-
resourced healthcare facilities to cater for the total number of patients who require 
obstetric triage services. These findings were backed by the recent literature on the 
perinatal problem identification programme, which revealed that the midwives’ and 
healthcare providers’ delay in response to pregnant women’s clinical problems is a 
contributing factor to negative perinatal outcomes. 
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Data obtained in this study is compatible with the literature on the variety of factors 
influencing the use of obstetric triage by midwives. Participants expressed that they 
value the use of obstetric triage and viewed it as safe and beneficial for mothers and 
their unborn babies during early labour and admission. Furthermore, they expressed 
their willingness to adhere to this practice. 
 
The midwives shared their experiences of the challenges associated with the use of 
obstetric triage as follows: The obstetric triage tool is inadequate; they described it 
as risky and dangerous to the mothers and their unborn babies. Moreover, there is a 
high influx of patients for admission and obstetric triage attended by low numbers of 
staff members. Midwives associated this with higher rates of medical and obstetric-
related complications and deaths. They further expressed their dissatisfaction with 
management who did not support them by providing sufficient human and material 
resources or protection with relevant obstetric triage and admission-related policies. 
 
Literature stated that midwives are inconsistent with record-keeping and prefer 
verbal reporting to written reports during handovers. This was critiqued by the recent 
literature which revealed that inconsistencies in record-keeping are associated with 
the inadequacy of the recording tools in capturing comprehensive data from the 
pregnant women. Findings from this study are compatible with the literature in the 
sense that the midwives verbalised their dissatisfaction regarding the tool when they 
expressed that they found the tool to be flawed, with limited space to elaborate on a 
patient’s history obtained during obstetric triage. 
 
4.2.2  Proposed recommendations for obstetric triage, admission policies 
and procedures, alteration and formulation of the obstetric triage tool 
and strategies to facilitate the use of obstetric triage by midwives 
 
Based on the research findings obtained on the experiences of midwives with regard 
to the use of obstetric triage, recommendations were formulated. These 
recommendations have implications for nursing policy, nursing practice and future 
nursing research. Furthermore, these recommendations are supported by literature 
in order to facilitate the use of obstetric triage by midwives. 
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An alteration to the obstetric triage tool is required so that it can allow for 
comprehensive history taking and recording of all the findings from the series of 
diagnostic tests of obstetric triage. There should also be adequate space in the tool 
to enable midwives to write comprehensive admission and obstetric triage reports, 
which are used to set a basis for subsequent midwifery care to be rendered. 
 
There should be well-defined policies in place to control the admission and 
management of women admitted for labour and obstetric triage. This is to be done 
with the aim to control the movement of pregnant women in and out of the health 
facilities. 
 
The general public also needs to receive detailed information about the obstetric 
triage services available to them so that the levels of care and the referral system 
can be adhered to through social media platforms. 
 
There should be staff retention strategies in place to address low staff numbers in 
the obstetric triage rooms. These strategies include boosting staff morale, and 
including staff members in decision-making processes to ensure the midwives 
becomes loyal to the organisation and are available to render obstetric triage 
services. 
 
Management should start actively supporting their midwives by making provisions for 
human resources by recruiting midwives, providing material resources and ensuring 
the maintenance thereof. The management should also consider maintaining the 
hospital infrastructure and layout to allow the obstetric triage rooms and obstetric 
wards to be clustered as a unit to enhance the quality of obstetric triage. 
 
These recommendations are discussed in-depth in Section 4.5. 
 
4.3  EVALUATION OF THE STUDY 
 
The study was conducted with the aim to explore the phenomenon on the 
experiences of midwives with regard to the use of obstetric triage in Bojanala district. 
These experiences were explored and described, which addressed the first objective 
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of the study. Based on the shared experiences, recommendations on obstetric triage 
and admission policies, as well as the comprehensive obstetric triage (Annexure O), 
were devised to facilitate the use of obstetric triage, which addressed the second 
objective of the study. Therefore, all the research objectives of the study were met. 
 
4.3.1  Strengths of the study 
 
This study followed a qualitative and phenomenological research design, which 
allowed the midwives to share their real, lived experiences with regard to the use of 
obstetric triage. One-on-one, semi-structured interviews were held between the 
researcher and the midwives, and the researcher had an opportunity to receive first-
hand information with rich meaning because the real emotions and feelings of the 
participants were captured during these interviews. 
 
The experiences that the midwives shared comprised of their dissatisfaction and 
challenges surrounding the use of obstetric triage. The challenges related to the 
policies of obstetric triage and admission, the triage tool, infrastructure, management 
support and low staff numbers. An exploration of these challenges led to the 
formulation of recommendations regarding admission and triage policy contents, 
staff recruitment and retention strategies, and ideal obstetric ward infrastructure. A 
comprehensive triage tool – a first of its kind – was developed and included the 
viewpoints and suggestions from the midwives themselves.  
 
These recommendations could be useful to the management, the midwives, as well 
as the pregnant women who will be receiving care at these facilities. All these can 
bring about a major improvement in the use if obstetric triage, which can then 
improve the quality of midwifery care and perinatal outcomes. 
 
4.4  CONCLUSION OF THE RESEARCH FINDINGS  
 
The experiences of the midwives were described and explored to make 
recommendations to facilitate the use of obstetric triage based on the lived 
experiences shared by the midwives. A qualitative, contextual, descriptive, 
explorative and phenomenological research design was followed. This presented the 
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midwives with an opportunity to express themselves as they shared their own lived 
experiences regarding the use of obstetric triage. 
 
The midwives participated in one-on-one, semi-structured interviews and shared 
challenges which ranged from low staff numbers, a high patient influx, lack of 
policies and resources, as well as the lack of support from management. These 
experiences were analysed using Collaizi’s descriptive method of data analysis. An 
independent coder was employed to validate the description of the findings. 
 
Three main themes emerged from these experiences. The midwives experienced the 
triage tool to be inadequate; it is failing mothers and their unborn babies and 
compromising the holistic midwifery care. This place the lives of the mothers and 
their unborn babies at risk because of its inability to mandate comprehensive history 
taking and recording of physical examination findings, making a proper diagnosis 
during obstetric triage very difficult. The midwives experienced that the high influx of 
patients and the low staff numbers contributed to medical and obstetric-related 
complications, even deaths, because of an imbalance in the midwife-to-patient ratio, 
which makes it impossible for comprehensive care to be rendered. The midwives 
were dissatisfied with the management who did not support them or provide 
sufficient human and material resources necessary to make obstetric triage possible. 
    
These shared experiences were compatible with literature as there were noted 
delays in the midwives’ responses to the presence of serious clinical conditions in 
studies pertaining to perinatal problem identification programmes which could have 
been diagnosed and acted on during the initial assessment of labour. The staff 
shortages and the high influx of patients was pointed out by researchers as the main 
reason for the increase in waiting times, which increase the risk of complications 
among women while waiting for triage. This is exacerbated by the lack of necessary 
equipment to carry out the obstetric triage-related procedures, and literature 
revealed that the lack of adequate space and beds are also a cause of delays in 
obstetric triage. 
 
Based on the shared experiences of the midwives with regard to the use of the 
obstetric triage tool, recommendations were made on measures to facilitate the use 
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of obstetric triage. Furthermore, recommendations for devising a comprehensive 
obstetric triage tool were also made, which gave confidence that the objectives of the 
study were met. 
 
4.5  RECOMMENDATIONS 
 
4.5.1  Strategies to enhance the effective use of obstetrical triage by 
midwives 
 
Table 4.1 provides a summary of recommendations on strategies to enhance the 
effective use of obstetric triage. 
 
TABLE 4.1: Recommendations and strategies to enhance the effective use of 
obstetric triage 
MAIN THEME RECOMMENDATION 
1. The midwives experienced the triage 
tool to be inadequate; it is failing 
mothers and their unborn babies and 
compromising holistic midwifery care 
 
  
    
 
  
 
  
 
The obstetric triage tool should: 
 
v provide space for comprehensive 
history taking; 
v provide adequate space for all 
significant vital signs; 
v provide space to record the 
comprehensive assessment; 
v provide space to recording recent 
diagnostic tests performed on 
admission; 
v provide space for detailed 
abdominal examination finding; 
v provide space for detailed written 
findings on the foetal monitoring 
admission cardiotocograph; 
v provide space for detailed recording 
of findings of the per vaginal 
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MAIN THEME RECOMMENDATION 
examination; 
v provide space to record special 
examinations performed during 
obstetric triage; and 
v provide space for detailed admission 
report writing. 
 
2. The midwives experienced that the 
high influx of self-referred patients 
and the low staff numbers 
contributed to medical and obstetric-
related complications, and even 
death. 
v Control patients’ movements and 
influx in the health facility by 
• designing a well-defined policy for 
patients’ admission and 
management; 
• informing patients and the 
general public at large about the 
services rendered in the health 
facilities near them; and 
• reducing patients’ waiting time in 
the obstetric triage rooms. 
v Address low staff numbers through 
• staff retention strategies; 
• boosting the staff morale; and 
• including the staff members in 
decision-making. 
 
3. The midwives were dissatisfied with 
the management who did not 
support midwives or provide 
sufficient human and material 
resources. 
 
 
v Management should 
• offer support to the staff 
members; 
• provide human resources; 
• provide and maintain material 
resources; and 
• improve the hospital infrastructure 
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MAIN THEME RECOMMENDATION 
  to be supportive of quality 
midwifery care  
 
   
4.5.1.1 The midwives experienced the triage tool to be inadequate; it is failing 
mothers and their unborn babies and compromising holistic midwifery 
care 
 
Baker, Ledford, Fogg, Way and Park (2015:164) affirm that a triage tool should serve 
as a document which allows for complete clinical assessment which will provide the 
basis for diagnosing a patient. It is supported by Marobwa, et al. (2019:2) that the 
triage tool should afford a healthcare professional with an opportunity to prioritise 
patients and see them according to urgency, determined by the severity of their 
conditions. The design of the obstetric triage tool should be altered as follows: 
 
a) Provide space for comprehensive history taking 
 
An obstetric triage tool should be comprehensive enough to incorporate the patients’ 
entire history, which addresses the following aspects: 
§ Physical 
§ Psychological 
§ Emotional 
§ Spiritual 
 
Berman, et al. (2016:288) point out that the total health of a person is dependent on 
the above-mentioned dimensions, which view an individual as a total person. 
Donate-Marzanes, Rodriguez-Cano, Gmez-Salgado, Rodriguez-Almagro, 
Hernandez-Martinez Barrilero-Fernandez and Beato-Fernandez (2019:2) found that 
the physical and psychological status of women are factors which can affect the 
normal progress of labour; when there is disharmony between the two, the effects 
can be negative if they are unresolved. There is a need for these to be assessed and 
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recorded so that a plan of care for the patient can also address these during labour 
to prevent potential complications.  
 
b) Provide adequate space for all significant vital signs 
 
The vital signs are significant for diagnostic purposes during labour, and serve as 
baseline data when it is monitored from admission; a plan of care is also derived 
from there. Brekke, Puntervoll, Peterson, Kellert and Barbrand (2019:11) claim that 
monitoring the pulse, respiration, blood pressure, and blood glucose can assist in the 
early detection of deterioration in patients’ clinical conditions, which heralds a need 
for early intervention. 
 
In pregnant women, the vital signs are monitored for the following significance: 
 
§ Blood pressure excludes hypertensive disorders in pregnancy, making it critical to 
be monitored. Rawlins, Plotkin, Rokotovao, Getachew, Vas, Ricca, et al. (2018:7), 
in their ground-breaking research which included forty countries, discovered that 
women are diagnosed with pregnancy-related hypertension and pre-eclampsia 
during their admission for labour. They also pointed out that the presence of pre-
eclampsia and eclampsia accounted for a higher percentage in maternal and 
perinatal deaths following intrapartum complications related to these conditions. 
§ Pulse monitoring excludes the presence of pregnancy-related infections and 
cardiac conditions. Brekke, et al. (2019:2) affirm that the vital signs are useful in 
emergency units to assist the healthcare personnel in identifying patients at risk. 
Abnormal pulse readings are significant in pregnant women as they are 
suggestive of the presence of infections and bleeding in cases of high pulse 
readings. Low pulse readings are associated with the onset of shock following 
severe blood loss (Sellers, et al. 2018:777).  
§ Temperature excludes the presence of pregnancy-related infections such as 
chorioamnionitis which Sellers, et al. (2018:777) associates with the potential risk 
for foetal distress, which can become worse during labour, bringing about 
negative perinatal outcomes. 
§ Urinalysis in pregnancy is done to exclude gestational diabetes by glycosuria, 
hypertensive disorders by proteinuria, presence of infections by leucocytes, 
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maternal hunger and starvation by ketoneuria, and haemorrhage by the presence 
of blood in urine. The significance of urinalysis during the admission of women in 
labour was described as follows by several authors who supported the need for 
this diagnostic procedure to be performed: 
o Rawlins, et al. (2018:5) state that the presence of protein in urine is a 
conclusive sign of pre-eclampsia, which can further complicate during labour. 
o Kaduma, Seni, Chuma, Kirita, Mujuni, Mushi, et al. (2019:2) point out that 
pregnant women are more susceptible to urinary tract infections as opposed to 
non-pregnant women due to the presence of hormones responsible for the 
physiological changes in their urinary system. This was proved in their ground-
breaking research, which revealed a variety of urinary tract infections in 
pregnant women detected in the mid-stream urine that was tested. The 
presence of infections during labour predisposes the foetus to respiratory 
distress, and it has to be treated before labour is allowed to progress. 
o The presence of glucose in the urine is a warning sign of gestational diabetes. 
Brown, Rajewash, Williams and Lowndes (2018:776) highlight that the first line 
of diagnosing gestational diabetes is through urinalysis. Gestational diabetes 
carries a risk for a woman having a very big baby, which might be impossible to 
deliver normally. Glucose levels thus need to be assessed on admission as it 
directly affects the mode of delivery, which will be in the woman’s plan of care. 
o Ketoneuria is a sign of starvation and impaired energy supply, which could be 
detrimental to both the mother and the foetus as labour progresses. The 
presence of contractions will deplete the woman of all her energy stores. 
Sellers, et al. (2018:380) claims that the presence of ketones early in labour will 
complicate to ketoacidosis as labour progresses and there is a need for 
intervention as soon as possible. 
§ Mid-upper arm circumference determines the maternal nutritional status; when the 
woman is malnourished, it will pose the risk of a small for gestational age 
neonate, and obese women run the risk of having a large or overweight baby. 
Ghosh, Spielman, Kershaw, Ayele, Kidane, Zillmer, et al. (2019:2) associate low 
mid-upper arm circumference readings in pregnancy to low birth weight babies. 
The most striking data to emerge from their findings was that women with low 
mid-upper arm circumferences tend to suffer from anaemia, which is also a 
serious condition that could further expose the foetus to intrauterine hypoxia 
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during labour, and the woman can suffer from serious bleeding during the third 
stage of labour. 
§ Maternal weight is diagnostic of the estimated foetal weight. A low maternal 
weight suggests the potential risk of a small for gestation baby, whereas the 
higher maternal weight suggests the potential risk for a large or overweight baby, 
which can influence the mode of delivery, predisposing a woman to a caesarean 
section. Brown, et al. (2018:776) associate exaggerated weight gain in pregnant 
women with an even higher risk of gestational diabetes and the delivery of big 
babies. This increases the likelihood of a caesarean section as a mode of 
delivery, and needs to be considered on admission. 
§ Maternal height serves the diagnostic purpose of determining the adequacy of the 
pelvis; women of short stature are prone to having a small-sized pelvis, which is 
not adequate for normal vaginal delivery. It can also be used to calculate the body 
mass index which can be used to anticipate the size of the foetus, as highlighted 
by Brown, et al. (2018:776). 
 
c) Provide space to record the comprehensive assessment 
 
A woman is comprehensively assessed during a basic antenatal care visit to rule out 
existing abnormalities and anticipate potential risks as per the DOH (2015:30). 
Women are encouraged to book their antenatal care as early as before twelve 
weeks’ gestation, however, at this early stage of pregnancy, there are no significant 
changes in the maternal system owing to the physiology of pregnancy. 
 
As pregnancy progresses after 20 weeks towards near-term, the pregnant woman 
can develop abnormalities related to the physiology of pregnancy, which includes 
hypertensive disorders, varicose veins, haemorrhoids and others, which can 
influence labour (Sellers, et al. 2018:297). There is a need for the provision of space 
to record findings of a comprehensive physical assessment that will need to be 
performed on the admission of the woman. This will mandate the midwives to 
perform a comprehensive assessment on all women, and refrain from relying on the 
findings of the initial assessment performed during the first antenatal booking as they 
are not usually a reflection of the patient’s current condition. 
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d) Provide space to record recent diagnostic tests performed on admission 
 
The obstetric triage tool currently in use makes provision for HIV retesting during 
labour. A woman who has tested HIV-negative initially during booking will need to be 
retested during labour because of the risk of re-infection, as per the DOH 
(2016:110). However, there is no provision for a syphilis test, another sexually 
transmitted infection a woman can still contract during the course of her pregnancy 
long after she tested negative during her antenatal booking (DOH, 2016:31). 
 
There is provision for haemoglobin value testing during booking, which is inaccurate 
by the time the woman is admitted. From the date of booking until the delivery date, 
the woman’s body has undergone significant physiological changes, particularly in 
the blood and circulatory system. This has altered the haemoglobin levels throughout 
the period of pregnancy (Sellers, et al. 2018:205). Space should be provided for the 
recording of the recent haemoglobin and syphilis test, and there is a need for these 
to be performed on admission. The woman’s plan of care should address them as 
well. 
 
e) Provide space for detailed abdominal examination findings 
 
An abdominal examination is a major procedure performed during obstetric triage. It 
is divided into three steps, namely inspection, palpation and auscultation. All findings 
are of diagnostic value, as highlighted by the DOH (2016:31). 
 
The obstetric triage tool currently in use has excluded some of the findings of this 
examination, particularly with inspection which is of diagnostic importance in 
determining the lie of the foetus and its weight in relation to the estimated gestational 
age. The obstetric triage tool should afford an examiner space to write detailed 
findings of the abdominal examination. These findings should cover all three aspects 
of this examination, which are summed up to draw up a diagnosis. 
 
 
 
 92 
f) Provide space for detailed written findings on the foetal monitoring 
admission cardiotocograph 
 
An admission tocograph is vital and is used to determine the well-being of the foetus. 
Blasvehka and Donev (2018:118) emphasise that as soon as there are signs of true 
labour with well co-ordinated uterine contractions, the foetus is exposed to stress 
and this can diminish oxygenated blood reaching the foetus; hence the need to 
monitor foetal well-being. They also point out that there is an increased risk of 
infection due to the intrapartum invasive per vaginal examination that is necessary 
for monitoring the progress of labour. 
 
Rahman, et al. (2012:146) emphasise that a twenty-minutes tracing of the foetal 
heart rate upon admission of a woman in labour as part of triage should be done in 
order to promptly detect the onset of abnormalities of the foetal heart rate. 
 
An obstetric triage tool should provide midwives a space for detailed recording and 
the interpretation of the initial trace of the foetal heart rate. These should include all 
the characteristics, namely the baseline heart rate, variability, accelerations, 
decelerations, contractions and foetal movements, as described by Marshall, Raynor 
and Nolte (2016:304). These are features which are interpreted and summed up in 
the diagnosis of the foetal well-being. 
  
g) Provide space for detailed recording of findings of the per vaginal 
examination 
 
A per vaginal examination is a vital part of obstetric triage because its findings will 
diagnose true labour, as stipulated by Regulation R2488 (1990:n.p.). In obstetric 
triage, the findings of an initial per vaginal examination will serve as baseline data to 
determine whether or not labour is progressing. The tool should make provision for 
the findings of this examination to be recorded. This will provide rich information 
when interpreted to diagnose labour and serve as a baseline for its progress. 
 
Regulation R2488 (1990:n.p.) stipulates that pelvic assessments should be 
performed on a woman suspected of having an abnormal pelvis. This examination 
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follows per vaginal examination. There is a need for space to record the significant 
parameters and they should be easy to interpret. 
 
h) Provide space to record special examinations performed during obstetric 
triage 
 
An ultrasound is performed in cases where abnormalities are suspected and it is 
usually done by the doctors. The WHO (2018:3) recommends that an ultrasound is 
useful in cases such as abnormal foetal heart rate patterns, estimation of the 
gestational age, as well as identifying the source of bleeding. This provides a specific 
diagnosis for immediate action during obstetric triage. 
 
It is ideal for the ultrasound examination to be performed on a patient on admission 
as the findings can be used to confirm a diagnosis and a plan of care can be 
designed. The assessment tool should provide space for midwives to record the 
admission ultrasound findings, which will make it easier for them to interpret. 
 
i) Provide space for detailed admission report writing 
 
Selvi (2017:121) affirms that documentation is an important component of the 
nursing care process. On admission, very little is known about the woman in labour. 
As a result, a history will be obtained and a series of tests and procedures will be 
performed before the patient is transferred to either the progress of labour room or to 
the delivery room. During these transfers, O’Rourke, et al. (2018:264) stress the 
importance of accurate communication about the woman’s history to enhance 
continuity of care. 
 
The series of events that occur in clinical settings include the patient’s interviews and 
all diagnostic procedures. These include the records of all diagnostic procedures and 
the plan of care and management of the woman’s problems. These will form the 
clinical record of the woman and ensure the continuity of care. This is made possible 
by the fact that all healthcare personnel will have an opportunity to read the woman’s 
admission history and the plan of care as they continue caring for her. 
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The obstetric triage tool should provide space for midwives to write narrative and 
descriptive notes which will provide a summary of the patient’s history, the diagnostic 
tests performed, as well as the plan of care, as emphasised by Selvi (2017:122).  
 
The recommendations for the comprehensive obstetric triage tool from the midwives 
and the integrated existing literature are summarised in the newly developed 
comprehensive obstetric triage tool (Annexure O). 
 
4.5.1.2  The midwives experienced that the high influx of self-referred patients 
and the low staff numbers contributed to medical and obstetric-related 
complications, even death 
 
a) Control patients’ movements and influx in the health facility 
 
• Design a well-defined policy for patients’ admission and management 
Muller and Bester (2016:246) refer to a policy as a written guideline, structure and 
standard used to direct decision-making during a specific action in the healthcare 
service division. The authors (Muller & Bester, 2016:246) highlight that it is important 
to include staff members in policy-making as they are able to provide valuable 
contributions because they are aware of the circumstances. In order to control the 
movements of patients in and out of the hospital, there should be a well-defined 
hospital policy which is specific and covers the following: 
 
o Referral of patients: patients should be referred from the lower level of care to 
the higher level of care depending on their individual clinical problems as 
guided by the DOH (2016:17). 
o Specific conditions which are treatable at the higher level of care and those 
treated at the lower level of care should be considered. 
o The provision for down referrals of patients without complications to lower 
levels of care or district hospitals when there is overcrowding should be part of 
the contingency plan. 
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o The minimum number of days the patient needs to stay in the hospital receiving 
therapeutic interventions to prevent prolonged hospital stays should be 
adhered to in order to make room for new admissions. 
o Specific and detailed management plans of specific conditions treatable at the 
health facility should be followed so that patients’ care can be standardised. 
 
• Inform patients and the general public at large about the services rendered 
in the health facilities near them 
The patient’s rights charter states that patients have a right to access to health care 
which includes knowledge about the healthcare facilities and the services available 
to them (Health24, 2011:n.p.). Martini, Czepielewski, Baldez, Gliddon, Kieling, Berk, 
et al. (2018:327) describe technology as a new way of reaching the masses with 
accurate and important information through social media networks. It is essential that 
the patients and the general public be made aware of the nature of their facilities. 
They should be able to receive immediate obstetric triage services via: 
 
o Social media: a Facebook page can be created and the types of services and 
procedures to access these services can be communicated. 
o Mom Connect services can be used to inform the women of the nearest 
suitable facility for delivery services. 
o Local radio stations can make announcements so that the community can be 
informed of the systems in place before they require them. 
o Billboards can be used around the hospital’s main entrances so that the 
community can receive first-hand information. 
o Functional appointment systems can be arranged by the healthcare 
professionals in respect of the patients’ right to referral for a second opinion. 
o Liaising with the lower levels of care facilities can take place to make patients 
aware of the existing referral system. 
 
• Reduce patients’ waiting time in the obstetric triage rooms 
Alharbi, Almezani, Alrashdi and Almomen (2018:7006) refer to waiting time as the 
time spent by the patients in the hospital settings waiting for medical assistance. 
They associate a longer waiting time to triage and admission processes as 
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increasing the risk of deteriorating medical conditions. An increase in waiting time 
tends to increase the risk for women with conditions such as haemorrhage to 
complicate even further, which makes it difficult to manage, will prolong their stay 
and can be deadly.  
 
o The women admitted for labour and labour-related conditions should be 
attended to within ten minutes so that they can be assessed and a plan of care 
can be designed for them as per obstetric triage findings. 
o Women with identified serious and life-threatening conditions related to labour 
should be attended to immediately upon arrival as per obstetric triage findings. 
o There should be adequate healthcare staff on duty to provide services to 
women in labour in the obstetric triage room, namely midwives and doctors, to 
attend to a pregnant woman during admission. 
o Immediate management of patients with transfers to their respective areas of 
continuous care depending on their conditions; either a delivery room or 
progress room. Alharbi, et al. (2018:7006) associate the queuing of patients in 
the triage areas while waiting for beds as a cause of an increase in waiting 
time. 
o Record the time of each patient’s arrival and the time they were seen by a 
healthcare professional to calculate estimated total waiting time for each 
patient. A correlation between waiting times and calculations can be made to 
estimate how much time the patients spend in the healthcare facilities while 
waiting for obstetric triage. 
 
b) Address low staff numbers 
 
• Staff retention strategies 
Low staff morale can cause staff members to be less committed, less productive and 
dissatisfied with their jobs. Amos (2016:17) highlights that this, in turn, contributes to 
an increase in staff turnover and difficulties retaining staff. The management will 
have to review its staff retention strategies as a measure to prevent the decline in 
staff numbers: 
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o Have a consistent plan for the continuous professional development of staff by 
sending midwives for advanced midwifery training, and the advanced midwives 
for refresher courses and programmes. Isa, Ibrahim, Jaaffer and Baharrin 
(2018:690) affirm that employees tend to remain loyal and committed in an 
organisation that recognises their need for career advancement and 
development. 
o Recognise the midwives’ skill set, capabilities, and knowledge, and use these 
to assign them roles comparable to their capabilities in terms of team leading, 
research, clinical facilitation for student nurses and junior midwives. Isa, et al. 
(2018:689) point out that employees tend to leave the organisations they 
belong to due to their failure to recognise their talents relating to the work. 
Make provision for mentorship for junior midwives or new midwives joining the 
midwifery team through preceptorship so that they can be acclimatised to the 
demanding roles and responsibilities attached to rendering midwifery services – 
particularly obstetric triage – so that they learn coping skills form their seniors. 
Black (2018:806) points out that preceptorship allows the newly qualified 
midwives an opportunity to assume their roles with competence when they are 
fully supported in this way. 
o Design an orientation programme to fully orientate the new midwives to their 
new roles and clearly set out their key performance areas so that they are 
aware of what is expected of them and how to achieve it. Black (2018:806) 
argues that a scheduled preceptorship programme of at least two years can be 
effective in the orientation of new midwives into their midwifery roles. 
o Evaluate the performance of the midwives based on the work they perform and 
provide guidance in cases where there is room for improvement. Isa, et al. 
(2018:691) affirm that employee guidance and performance evaluation by 
superiors enhance feelings of support from the organisation and increase the 
level of commitment to the organisation they serve. 
o Resolve conflicts as soon as they arise to prevent animosity which can get out 
of control and cultivate negativity within the midwifery team and management. 
Isa, et al. (2018:691) argue that mediation among management and staff 
relationships with the organisation will facilitate the retention of its employees. 
o Show gratitude to the midwives for the work they do to enhance feelings of 
recognition and a sense of belonging. 
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o Review the midwives’ remuneration. Muthmainnah, Duyhsimir, Hamid and 
Hariyati (2018:130) found that when nurses are well remunerated for their 
nursing service, they tend to remain loyal to their organisation. Isa, et al. 
(2018:694) agree that the employees view good remuneration as a form of 
recognition for their work in the organisation and they remain loyal.  
 
• Boost staff morale 
Willard-Grace, Knox, Huang, Hammer, Kivlaban and Grumbach (2019:36) 
emphasise that burnout among healthcare professionals in the healthcare facilities 
carries a potential risk for patients as those who are entrusted with the 
responsibilities of caring for them are demoralised. Burnout arises when the 
employees feel disheartened, and care should be taken by the employer to uplift 
staff morale using the following measures: 
 
o There should be an open line of communication between management and 
midwives.  
o Establish a non-monetary appraisal strategy to provide incentives to midwives; 
for example, certificates of recognition of excellence. This will ensure that their 
hard work is recognised.  
o Arrange team-building exercises because, with workplace-related stressors, 
burnout and low morale employee relations tend to be strained. Valdes-Dapena 
(2018:18) proved that trusting relationships are essential in facilitating 
collaboration among team members as they render services directed at 
reaching their organisational goals. 
o Show appreciation to midwives for the hard work they do. An article on ideas 
for employee appreciation (Communication Briefings, 2 November 2017) 
suggests that the following are effective for showing appreciation:  
- Mention your gratitude to them on social media platforms, which will let 
them know you appreciate the hard work they do. 
- Reward them with a few minutes extra for their lunch and tea breaks, 
especially on less busy days. 
- Support their social engagements and the charities they belong to by 
making donations or being present at some of the events. 
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- Upgrade their duty room with furniture which will enhance rest during 
their breaks. 
- Remember important dates, such as their birthdays; they will feel you do 
not simply perceive them as employees, but value them as individuals. 
o Arrange debriefing sessions because midwives are exposed to stressful 
situations in their workplace, which includes treating women with complicated 
pregnancy-related conditions and the deaths of pregnant women and new-
borns (DOH, 2016:134). 
o Review the remuneration policy for the staff members, including that of the 
midwives. Low staff salaries are detrimental to the morale of the employees 
and contributes to turnover. Muthmainnah, et al. (2018:130) conducted a study 
which proved that adequate remuneration improved the performance of nurses 
and the quality of care they render to patients. 
 
• Include the staff members in decision-making 
Meyer, et al. (2017:238) define decision-making as a process of selecting the best 
possible solution from available alternatives to solve problems. Almutari and Alsarraf 
(2019:5) state that it plays a major role in the day-to-day running of the organisation 
because of the decisions that will influence actions carried out in the running of such 
an organisation. However, management should not solely make decisions on behalf 
of the staff without including them in the process because they tend to feel like an 
outcast in their organisation. Muller and Bester (2016:174) stress that during 
decision-making, management is responsible for providing guidance and support, 
which allow the staff members an opportunity to share their viewpoints. The 
management should then: 
 
o Engage with the midwives in the decision-making processes directly affecting 
their midwifery practice, such as policy formulation. 
o Allow for their participation, the engagement of their representatives in 
management activities, and seek their opinion. 
o Value their input during problem-solving procedures; after all, they are the ones 
experiencing the extent of the problem at the grassroots’ level. 
o Afford the midwives an opportunity to be part of the planning processes 
regarding the major activities of their midwifery practice. Meyer, et al. 
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(2017:238) affirm that a manager needs to recognise the creativity of their staff 
and include them in planning processes because they are able to provide 
practical and realistic ideas since they are the ones implementing the plans 
made by superiors. 
o Include the midwives in organising processes for the institution. Meyer, et al. 
(2017:138) describe organising as an orderly structuring of functions and 
responsibilities to enhance smooth implementation. They affirm that this will 
provide an opportunity for them to be delegated into roles which require 
accountability; this will make them feel part of the important decisions and 
actions in their institutions. 
o Include the midwives in the formulation of policies and procedures as they are 
the implementers of these policies. It places them in a better position to 
understand the implications of policies and they can offer valuable inputs as 
highlighted by Meyer, et al. (2017:201) as part of the policy formulation 
procedure. 
 
4.5.1.3  The midwives were dissatisfied with the management who do not 
support midwives or provide sufficient human and material resources 
 
a) Management should offer support to the staff members 
  
Support for personnel is one of the core functions of line managers and management 
(Black, 2018:806). The management will need to show their support to the staff 
members as follows: 
 
o Cover the midwives with relevant policies and procedure pertaining to their 
practice, such as admission policies for pregnant women and the management 
of various pregnancy-related conditions. This will protect the midwives from 
negligence. As highlighted by Meyer, et al. (2017:200), policies and procedures 
prescribe the specific tasks that are to be performed. 
o Provide in-service training to personnel on the application of policies and 
procedures that are in place so that they are aware of what is expected of 
them. 
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o Be considerate of the needs of the midwives’ work and personal lives by 
designing off duty schedules that will allow them some time off work. Meyer, et 
al. (2017:221) point out that employees should be afforded some time to 
engage in the personal aspects of their lives by being delegated to work a 
specific number of hours as prescribed by the organisation. 
o Respond to the midwives’ call for increased staff numbers during busy days by 
calling staff in for overtime to prevent staff on duty from being overwhelmed 
with work. However, Meyer, et al. (2017:221) argue that arrangement for 
overtime should be made with caution to not exhaust the nurses because of a 
potential decline in the quality of nursing care. 
 
b) Management should provide human resources 
 
Amos (2016:9) maintains that one of the roles of management is the recruitment and 
selection of the right people for the job, including their management following their 
absorption into the organisation. With low staff numbers, it is necessary for 
management to recruit people to fill in the vacant midwives’ posts. In addition to the 
current recruitment strategies in the public sector, management should consider 
making some amendments as follows: 
 
o Research the reasons for midwives leaving the service through exit interviews 
and use research findings to plan for the attraction of midwives. Brand and 
McGoran (2018:254) strongly affirm that it is essential to understand the 
nurses’ initial motivation for applying for a specific nursing position and reasons 
for leaving. They state that this is the type of information that can be used by 
employers to find ways to attract their prospective employees and ensure their 
job satisfaction, which will enhance staff retention. 
o Make attractive offers to midwives in the form of remuneration as good 
remuneration is a great motivator, as pointed out by Muthmainnah, et al. 
(2018:130), and emphasise continuous career and professional development, 
as pointed out by Isa, et al. (2018:694). 
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c) Management should provide and maintain material resources 
 
The provision of equipment and stock is the responsibility of management, and the 
personnel are responsible for the use of such equipment and materials. Muller and 
Bester (2016:382) highlight that medical equipment is expensive and sometimes 
very difficult to replace due to budget constraints. As a result, care should be taken 
when dealing with equipment, and both the management and the staff are to take 
responsibility as follows: 
 
The management’s responsibility 
o Set a budget aside for periodic purchasing of medical equipment because they 
are expensive and planning is essential to allow for such purchases (Wilson, 
Ison & Tabkov, 2014:12). 
o Have an equipment service plan in place to keep machines in good working 
condition. Wilson, et al. (2014:28) affirm that it is best to have a contract with 
the brand company to service to their own equipment as that ensures the 
quality of service. This is enhanced by the trusting relationship between the 
organisation leaders and service providers when it comes to financial 
transactions. 
o Invest in reputable medical equipment with enhanced technology from a 
reputable service provider for quality purposes as medical equipment is not 
easy to replace within a short space of time because of the costs involved. 
Wilson, et al. (2014:23) caution that service providers may provide incomplete 
and untested equipment, which will prove to be costly to the organisation. 
o Design an accountability policy for equipment issued to the respective units 
within the facility. Advanced midwives and team leaders should be in charge of 
the equipment as well. Muller and Bester (2016:382) advise that management 
only provide equipment to the personnel who are using it to render services to 
patients which results in fewer damages and losses. 
o Design an in-service plan for the midwives and include the costs of equipment 
so they are aware of such costs, and train them on how to use newly 
purchased equipment. Wilson, et al. (2014:23) highlights that training users 
reduces the risk of incidents such as injuries and damage associated with the 
use of such equipment. 
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The midwives’ responsibilities  
o Team leaders should sign acceptance of accountability for equipment for their 
respective shifts and units and handing equipment over should form part of the 
hand-over report of the unit. Wilson, et al. (2014:26) suggest that daily control 
checks and charts could be used. 
o Adhere to the procedure manuals in respect of the equipment’s hypersensitivity 
as transducers are of the latest technology trends and caution should be 
exercised when handling the equipment. 
o Design a good inventory control system. Muller and Bester (2016:382) suggest 
that with a good inventory control system all equipment will be accounted for 
which eliminates the potential losses and unaccounted for damages. 
o Report any malfunctioning equipment immediately so that arrangements for 
repairs and service can be made with strict adherence to the service dates. 
Wilson, et al. (2014:23) claim that equipment and medical devices function well 
when they are serviced by their own brand experts. 
o Keep the equipment clean and free from dirt and any form of contamination 
such as blood and other bodily fluids, as this can cause equipment to 
malfunction over time (Wilson, et al. 2014:26). 
o Order small equipment and consumables well in advance to afford the 
management time to receive them from the suppliers and make means for 
alternative supplies in cases of unforeseen circumstances. 
 
d) Management should improve the hospital infrastructure to be supportive 
of quality midwifery care 
 
Health facilities are meant to provide a therapeutic environment which will bring 
about healing and comfort to women in labour. Chuanya, Wei and Liang (2016:41) 
claim that the hospital environment is meant to offer physical and psychological relief 
to patients despite their reasons for admission. The health facilities around Bojanala 
district are responsible for providing maternal healthcare services to a rapidly 
growing population. This places significant pressure on these facilities as they are 
not as large as the population they serve. In order to provide quality obstetric triage, 
there is a need for the following: 
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• Increase number of beds for obstetric triage 
o Obstetric triage-related procedures are performed with the patient lying on the 
bed for accurate readings. In the blog article on long queues in hospitals, 
Tsenor (2017:n.p.) affirms that most public hospitals are not equipped enough 
to deal with an increase in the number of patients because there are no beds 
available to assess them. This is worsened by the triage system whereby 
priority patients with very serious and life-threatening conditions will be seen 
first and occupy the beds for extended periods while their conditions are being 
stabilised. This is often the case in obstetric triage where women will be 
presenting with antepartum haemorrhage or respiratory distress and need to be 
stabilised before transfer; other patients cannot be triaged and will thus be 
queuing. 
 
• Increase space for obstetric triage 
The WHO (2017:20) recommends that women in labour should be accompanied by 
either a close family member or spouse during admission for labour as the process 
of labour can be psychologically taxing. Public healthcare facilities do not have 
adequate space to allow for companionship. A former patient in public health service 
who was admitted for labour, in response to an article (Parent24, 26 April 2016) on 
giving birth at a government hospital, shared her experience as follows: 
 
“on the eighteenth December I was admitted in the government hospital 
maternity ward, my husband was not allowed near me…had to wait in the 
waiting area…my parents were at the hospital…they didn’t allow anyone to 
see me”. 
 
There is a need for increased space in the obstetric triage for the patient to be with a 
companion during this frightening time. 
 
• Redesign the layout of the obstetric triage and related midwifery care units 
Quality midwifery care can be achieved when care is directed at improving the 
positive birth experience as recommended by the WHO (2016:3). There is a dire 
need to separate the obstetric triage rooms and the related transfer wards, such as 
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neonatal intensive care unit, obstetric theatre, obstetric high care and intensive care 
unit from the rest of the general building of the healthcare facility. This division will 
support the recommendation by the WHO (2018:3) as follows: 
 
o Separate the admissions and labour rooms into individual rooms to afford 
privacy and companionship. 
o Build obstetric-related units as a complex to facilitate effective communication 
among the health team members of the respective units to enhance continuity 
of care to respective transfer units during cases of emergency. 
 
This separation of obstetric units and support unit will minimise the risk of infections 
to the mothers, which they can easily pass on to their unborn babies during invasive 
procedures of triage because of their susceptibility to infections (Sellers, et al. 
2018:639). 
 
4.6  RECOMMENDATIONS FOR NURSING PRACTICE, NURSING POLICY, 
NURSING EDUCATION AND FUTURE NURSING RESEARCH 
 
The research study explored and described the experiences of midwives with regard 
to the use of obstetric triage. Based on these experiences, recommendations were 
made to facilitate the use of obstetric triage. These recommendations are relevant 
for inclusion in nursing practice, nursing policy, nursing education and future nursing 
research. 
 
4.6.1  Recommendations for nursing practice 
 
Obstetric triage comprises of a series of diagnostic tests and procedures useful in 
screening women for existing and potential obstetric-related complications. Obstetric 
triage is usually followed by a detailed midwifery care plan, specific for the patient 
and based on the findings from obstetric triage procedures. This is in line with the 
pillars of safe motherhood which emphasise the need for early identification of 
obstetrical complications and prompt management and referral (Andikari, 2018:n.p.). 
To enhance the standard of nursing practice, the following are recommended: 
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• Senior managers should make obstetric triage a priority programme for all the 
healthcare facilities rendering maternal and childcare nursing in the Bojanala 
district as this provides an opportunity for early identification and management of 
obstetric-related clinical problems. 
 
Obstetric triage mandates a series of diagnostic and screening procedures to be 
performed and these require appropriate and functional equipment, and the following 
are recommended: 
 
• Senior managers should ensure functional and accurate equipment which is 
useful in providing the midwives with accurate findings during diagnostic and 
screening tests performed during obstetric triage. 
• Implementation of the proposed recommendation on provision and maintenance 
of equipment used in obstetric triage procedures. 
 
Having performed obstetric triage and gathered both subjective and objective data 
following comprehensive history taking and physical assessments, there is a need 
for accurate records to be kept, and the following are the recommended. 
 
• Revise the obstetric triage tool as per recommendations to enhance the quality of 
data obtained from the women during obstetric triage for accurate clinical 
diagnosis, classification, as well as the continuity of care. 
• Introduce systems for obstetric triage (Annexure O) which will provide the 
standard for this service in the public health sector to improve the quality of this 
service (Rashidi Fakari, Simbar, Modares & Madj, 2019:13). 
• Periodically assess the accuracy and validity of the obstetric triage tool by auditing 
the case records and the related statistics of the perinatal outcomes. 
 
4.6.2  Recommendations for nursing policy 
 
Policies prescribe standards to be adhered to when healthcare services are 
rendered. A national policy exists as prescribed in the maternal guideline (DOH, 
2015:19) and states that women should be referred from the lower levels of care 
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based on the clinical findings. These clinical findings are then prioritised using the 
clinical judgement of the midwives and other healthcare professionals. The patients’ 
rights charter, on the other hand, stipulates that patients have a right to access 
healthcare facilities of their choice which then contravenes the stipulations of the 
maternal healthcare guideline (DOH, 2015:19). To allow for the stipulations of both 
legal aspects of patients’ care, the following are recommended: 
 
• The management should ensure that there is a well-defined policy formulated by 
the senior management in consultation with the obstetricians and midwives to 
control pregnant women’s access to the health facilities. The policy should 
stipulate that the women are to be admitted and triaged in the lower levels of 
health care and based on their specific clinical findings they can either be referred 
to higher levels of care or managed in their respective facilities. 
• The management need to design a policy that all women admitted in the obstetric 
units undergo obstetric triage and the findings thereof should be recorded as a 
standard procedure by midwives. 
• The management should ensure that the recommended stipulations of the 
admission policies are implemented by the midwives. 
• The community at large needs to be aware of the referral system related to 
obstetric triage through the proposed social media platforms and by creating 
awareness during the national pregnancy week campaigns. 
 
4.6.3  Recommendations for nursing education 
 
Nursing education and practice are dynamic due to the latest and most innovative 
technologies attached to nursing and midwifery practice. This heralds the need for 
ongoing training and development of nursing and midwifery staff. The following are 
thus recommended: 
 
• Refresher courses for the midwives on obstetric triage and the related 
assessments to keep them skilled and knowledgeable about important practice as 
soon as they are allocated to the labour wards, and periodic retraining after every 
two years to the existing pool of midwives in the obstetric units. 
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• Training of all the midwives on a two-year basis on essential steps in the 
management of obstetrical emergencies. Having identified obstetrical 
complications during the obstetric triage they will need to immediately effect 
emergency management to prevent further complications. 
• Training of all the midwives on basic and advanced life support to enhance their 
clinical skill on resuscitation which will positively influence the outcomes of 
obstetric triage and essential steps in the management of obstetric emergencies. 
• Training of all of the midwives with basic midwifery training to receive their 
qualification in advanced midwifery and neonatal nursing to enhance their clinical 
skill and competence so that their obstetric triage findings should be interpreted 
from the clinical judgement of specialist’s perspective.  
 
Nursing education institutions are responsible for providing midwifery candidates 
with theoretical knowledge and clinical skills to enable them to render midwifery care. 
This serves as a foundation for their clinical midwifery competence. Nursing 
education can provide them with rich knowledge and competence, and the following 
are recommended: 
 
• Nursing institutions should include obstetric triage as a compulsory clinical skill 
that the students need to master in both theory and clinical practice. 
• Nursing education institutions should reconsider the advanced midwifery training 
and curriculum and add more advanced clinical skills such as obstetric sonars and 
comprehensive physical assessments that are useful in obstetric triage. Advanced 
clinical nursing skills such as setting a woman up on a ventilator are needed when 
obstetric triage revealed the presence of a life-threatening condition. 
 
4.6.4  Recommendations for future nursing research 
 
Polit and Beck (2017:743) define research as a systematic inquiry that uses orderly 
and disciplined methods to answer questions or solve problems. Healthcare service 
is dynamic with the emergence of new complex problems on a daily basis. As a 
result, there is a need for ongoing research related to obstetric triage, and the 
following are recommended for future nursing research: 
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• This study was conducted in a specific context in two public health facilities in the 
Bojanala district. The study can be replicated in a larger context in South Africa 
and be extended to the private sector as well for generalisation of findings. 
• Research can be conducted over a longitudinal period of time with a larger 
sample size so that more insight can be gained on the experiences of midwives 
with regard to the use of obstetric triage. 
• Research can be conducted on the experiences of doctors with regard to the use 
of obstetric triage. They are in a position to provide valuable input and insight as 
they work directly with the midwives in the obstetric triage settings. 
• Research can be conducted to evaluate the effectiveness of the obstetric triage 
tools, and models can be developed to redesign the obstetric triage tool and 
facilitate its utilisation. 
• Research can be conducted to describe the role of infrastructure in quality 
obstetric triage care. 
• Research can also be conducted to evaluate the effectiveness of policies in place 
for obstetric triage, and models can be developed to redefine such policies and 
provide guidelines to standardise the quality of obstetric triage. 
• Research can be conducted to describe the role of management support in 
facilitating the use of obstetric triage. 
 
4.7  LIMITATIONS 
 
This study was conducted in a specific context in a single district which limited the 
scope of the research. A sample of nine participants was part of the study and they 
were from two selected facilities in the district. A specific context, as well as the 
number of participants, limited the scope of the research and thus the findings 
cannot be generalised to a larger context. 
 
The study was conducted in public health facilities, and the findings cannot be 
generalised to private health settings were midwives are also using obstetric triage. 
 
Only midwives participated in the study and doctors who team up with midwives in 
obstetric triage processes were excluded from the study. Only the viewpoints of the 
 110 
midwives were captured; doctors could also provide significant input on the 
phenomenon. 
 
4.8  PERSONAL REFLECTIONS 
 
The journey of this study began within the researcher’s inquisitive mind. He aimed to 
describe the factors influencing the use of obstetric triage by the midwives in 
Bojanala district. Following consultation with the research supervisors, the 
researcher came to realise that the factors are experienced by midwives. This led to 
the researcher’s decision to investigate the experiences of the midwives regarding 
the use of obstetric triage. The research topic was thus refined to The Experiences 
of Midwives with Regard to the Use of Obstetric Triage by Midwives in Bojanala 
District. 
 
The researcher is an accoucheur and a neonatal nurse with seven years’ clinical 
midwifery experience. He recently joined the world of academia with a specific focus 
on midwifery science. He was delighted to afford the midwives an opportunity to 
verbalise their own experiences. The fact that the researcher practiced clinical 
midwifery for a number of years generated feelings of trust among the participants as 
they felt the researcher knew and understood what they were experiencing. 
However, the researcher set aside his own thoughts and views to eliminate bias. 
 
The researcher was intrigued by how his thoughts and ideas for the study, which 
were written up in the research proposal, came into existence. The following 
administrative approvals pertaining to research were received: approval by the 
research ethics and senior degree committee of the University of Johannesburg, 
National health research department, North West provincial DOH and the Bojanala 
health facilities. These brought the research to life and stimulated a desire within the 
researcher to see it through. 
 
The research topic and invitation for participation were met by great enthusiasm from 
the participants. They were eager to attend the interviews and most took initiative 
and invited the researcher into their homes and shared their experiences with regard 
to the use of obstetric triage. This intrigued the researcher as it seemed as though 
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the midwives never had an opportunity to verbalise their experiences regarding the 
obstetric triage service before. 
 
Their experiences consisted of challenges attached to the use of obstetric triage, but 
they also had their own recommendations on how to overcome these very 
challenges. The researcher was saddened by this as he came to the realisation that 
midwives have a list of alternatives to improve the quality of obstetric triage and 
midwifery care, and yet cannot voice it during decision-making processes in their 
respective healthcare facilities. 
 
The researcher, on the other hand, was proud to have given a voice to the voiceless 
midwives for the first time, and that they had an opportunity to share both their 
experiences and their own viewpoints. They also verbalised their wish to see their 
recommendations being implemented, which reassured the researcher that their 
participation in this study made them aware of their abilities to change their own 
circumstances for the better. 
 
The researcher was also gratified by the fact that the senior management of the 
Bojanala Health District and facilities requested to be issued with the formal research 
findings report, as well as a formal presentation of the research findings by the 
researcher to allow them an opportunity for self-reflection and correction through the 
implementation of the proposed recommendations. This provided reassurance to the 
researcher that this is a significant study and was worth pursuing because of its 
marked potential to improve the quality of obstetric triage and related midwifery care.  
 
4.9  CONCLUSION 
 
A qualitative, explorative, descriptive, contextual and phenomenological research 
design was followed to explore and describe the experiences of midwives with 
regard to the use of obstetric triage in Bojanala. During the study, care was taken in 
respect of participants as human subjects to adhere to ethical principles as 
described by Burns and Grove (2017:172). Measures to ensure trustworthiness were 
also applied under its five principles as described by Polit and Beck (2017:747). 
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The shared experiences were then analysed using Collaizi’s descriptive method of 
data analysis (cited in Abalos, et al. 2017:21). These experiences were arranged into 
themes and categories which were conceptualised into the existing literature as 
detailed in Chapter Three. Based on the experiences explained in Chapter Three, 
recommendations were made as a measure to facilitate the use of obstetric triage by 
midwives in Bojanala. These recommendations will benefit the management, the 
midwives and the women who are dependent on obstetric triage care rendered in 
these facilities as follows: 
 
The formulation of specific admission policies will cover the facilities, management 
and the midwives; Recruitment and retention strategies for midwives will address the 
imbalance in the midwife-to-patient ratio; Provision of equipment and infrastructure 
necessary for obstetric triage will enhance quality obstetric triage and midwifery care 
to patients; Formulation of a comprehensive obstetric triage tool to enhance the 
quality of obstetric triage and care. All these recommendations will facilitate the use 
of obstetric triage and enhance its quality, which will, in turn, increase positive 
perinatal outcomes. 
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Annexure E: Letter to request permission for the study (Job 
Shimankana Tabane Hospital) 
      
        P O BOX 13 
        KRAALHOEK 
0341 
        15 FEBRAURY 2019 
 
CHIEF EXECUTIVE OFFICER  
JOB SHIMANKANA TABANE HOSPITAL 
PRIVATE BAG 
RUSTENBURG 
0300 
Sir/Madam 
REQUEST FOR PERMISSION TO CONDUCT A RESEARCH STUDY AT YOUR 
FACILITY. 
I am Tukisi Kagiso Prince a Magister Curatonis (Maternal & Child Nursing: Advanced 
Midwifery & Neonatal Nursing Science candidate from the University of 
Johannesburg in the faculty of health sciences. I hereby request permission to 
conduct research study entitled: The Experience of Midwives with Regard to the use 
of Obstetric Triage by Midwives in Bojanala. This is done with the aim of answering 
the following research question: What are the experiences of midwives with regard to 
the use of obstetric triage in Bojanala public health facilities. This research study is 
conducted under the supervision of Professor A G W Nolte. 
The proposal for this study was presented in both higher degrees and research 
ethics committees of the University of Johannesburg and has been approved. This 
study was further approved by North West Department of Health province. 
I hereby request to gain access to the midwives with 3 years or more of clinical 
midwifery experience working at your facility to participate  in semi structured one on 
one interviews with the researcher  which are to be audio recorded. In respect of 
participants autonomy an Informed consent to participate in the study and to be 
audio taped will be obtained prior to participation in the study. The interview sessions 
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are to last 45- 60 minutes each based on the date and time determined by the 
participants as soon as permission is granted. 
There is no potential risk anticipated to participants resulting from their participation 
on this study. The researcher will conduct a debriefing session prior to data 
collection. However should any form of discomfort be noted during the course of the 
interview there will be immediate referrals for counselling. 
The potential risks for this study are outweighed by the benefits to the participants. 
They will be able to give a detailed description of their experiences with regard to the 
factors influencing the use of obstetric triage; this will provide an opportunity for them 
to reflect on their own practice, make a valuable contribution in the design of an 
admission obstetric triage tool which will ultimately improve the midwifery practice. 
The participants are to voluntarily participate in this study free of charge. Participants 
are also welcome to withdraw from the study at any given point without any fear of 
penalty or charges. In respect for the participants’ privacy and anonymity there will 
be generation of codes specific to research study which will be kept separately from 
the signed consent forms so that they cannot be linked to participants. All the data 
pertaining to research study will be safely kept under lock and key and will only be 
destroyed after 2 years once the study has been concluded. However the research 
findings will be made available to the participants and the facility. 
For questions and request of additional information pertaining to the study I can be 
reached on my cellphone: 083 491 4358 and the Email address: 
kagisot28@gmail.com  & Research Supervisor Prof . Anna Nolte:  agwnolte@uj.ac.za 
I trust that my request will receive your attention and prompt consideration 
Yours faithfully 
Mr Tukisi Kagiso Prince 
____________________ 
(Masters Degree Research student) 
 
Professor A.G. W Nolte. 
(Research Supervisor) 
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Annexure F: Permission letter to conduct research (Bojanala Health 
Facilities) 
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Annexure G: Permission letter to conduct research (Job 
shimankana Tabane Hospital) 
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Annexure H: Research invitation letter 
 
 
DEPARTMENT OF NURSING 
RESEARCH STUDY INFORMATION LETTER 
2019/01/03 
Good Day 
My name is KAGISO PRINCE TUKISII WOULD LIKE TO INVITE YOU TO PARTICIPATE in a research 
study on The Experience Of Midwives With Regard To The Use Of Obstetric Triage By Midwives In 
Bojanala District 
Before you decide on whether to participate, I would like to explain to you why the research is being 
done and what it will involve for you. I will go through the information letter with you and answer 
any questions you have. This should take about 45 to 60 minutes. The study is part of a research 
project being completed as a requirement for a Master’s Degree in Advanced Midwifery and 
neonatal nursing science through the University of Johannesburg. 
 
THE PURPOSE OF THIS STUDY is to describe and explore experience of Midwives with regard to the 
use of obstetric Triage by Midwives in Bojanala District. 
Below, I have compiled a set of questions and answers that I believe will assist you in understanding 
the relevant details of participation in this research study. Please read through these. If you have any 
further questions I will be happy to answer them for you. 
 
DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide to participate in the 
study. I will describe the study and go through this information sheet. If you agree to take part, I will 
then ask you to sign a consent form.  
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? You will be expected to 
attend a one on one semi structured interview between you and a researcher which will be audio 
taped as you respond to the set of questions 
WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide to participate, you 
are free to withdraw your consent at any time without giving a reason and without any 
consequences. If you wish to withdraw your consent, you must inform me as soon as possible. 
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IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR PAYMENTDUE TO ME: 
you will not be paid to participate in this study and you will not bear any expense 
RISKS INVOLVED IN PARTICIPATION:There are no potential risks anticipated in participating in this 
study except for a minor anxiety resulting from the fact that the interview session will be audio 
taped , however the researcher will constantly reassure you of confidentiality and will clarify the 
questions that may seem difficult to understand. 
BENEFITS INVOLVED IN PARTICIPATION:By participating in this study you will have an opportunity 
to reflect on your own individual clinical midwifery practice in your respective setting as a 
professional and as a result improve your own clinical knowledge and skills which will in turn 
improve health status of your patients. 
WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? Yes. Names on the 
questionnaire/data sheet will be removed once analysis starts. All data and back-ups thereof will be 
kept in password protected folders and/or locked away as applicable. Only I or my research 
supervisor will be authorised to use and/or disclose your anonymised information in connection 
with this research study. Any other person wishing to work with you anonymised information as part 
of the research process (e.g. an independent data coder) will be required to sign a confidentiality 
agreement before being allowed to do so. 
OR 
WILL MY TAKING PART IN THIS STUDY BE ANONYMOUS? Yes. Anonymous means that your 
personal details will not be recorded anywhere by me. As a result, it will not be possible for me or 
anyone else to identify your responses once these have been submitted. 
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results will be written into a 
research report that will be a assessed. In some cases, results may also be published in a scientific 
journal. In either case, you will not be identifiable in any documents, reports or publications. You will 
be given access to the study results if you would like to see them, by contacting me.  
WHO IS ORGANISING AND FUNDING THE STUDY?  The study is being organised by me, under the 
guidance of my research supervisor at the Department of nursing  in the University of Johannesburg.  
This study has not received any funding 
WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was allowed to start, it was 
reviewed in order to protect your interests. This review was done first by the Department of nursing, 
and then secondly by the Faculty of Health Sciences Research Ethics Committee at the University of 
Johannesburg. In both cases, the study was approved. 
WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this research study, 
its procedures or risks and benefits, you should ask me. You should contact me at any time if you 
feel you have any concerns about being a part of this study. My contact details are:  
KAGISO PPRINCE TUKISI 
0834914358 
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kagisot28@gmail.com 
You may also contact my research supervisor: 
Professor Anna Nolte  
agwnolte@uj.ac.za 
If you feel that any questions or complaints regarding your participation in this study have not been 
dealt with adequately, you may contact the Chairperson of the Faculty of Health Sciences Research 
Ethics Committee at the University of Johannesburg: 
Prof. Marie Poggenpoel 
Tel: 011 559-6686 
Email: mariep@uj.ac.za 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more specific 
information about this research project information, have any questions, concerns or complaints 
about this research study, its procedures, risks and benefits, you should communicate with me using 
any of the contact details given above. 
 
Researcher: 
Kagiso Prince Tukisi 
<Signature> 
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Annexure I: Research consent for participation 
 
 
DEPARTMENT OF NURSING 
RESEARCH CONSENT FORM 
The Experience of Midwives With Regard To the Use of Obstetric Triage by Midwives in Bojanala   
District 
Please initial each box below: 
 
 I confirm that I have read and understand the information letter dated 2019/01/03 for the 
above study. I have had the opportunity to consider the information, ask questions and have had 
these answered satisfactorily. 
 
 
I understand that my participation is voluntary and that I am free to withdraw from this study at any 
time without giving any reason and without any consequences to me. 
 
 
      I agree to take part in the above study. 
_______________________ ___________________________________ ________________ 
Name of Participant  Signature of Participant    Date 
 
_______________________ ___________________________________ ________________ 
Name of Researcher  Signature of Researcher    Date 
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Annexure J: Research consent for audio-recording 
 
DEPARTMENT OF NURSING 
RESEARCH CONSENT FORM OR INTERVIEWS TO BE AUDIO-TAPED 
The Experience of Midwives With Regard To The Use Of Obstetric Triage By Midwives In Bojanala 
District 
Please initial each box below: 
 
 I hereby give consent for my interview, conducted as part of the above study, to be audio-
taped. 
 
 
I understand that my personal details and identifying data will be changed in order to protect my 
identity. The audio tapes used for recording my interview will be destroyed two years after 
publication of the research. 
 
 
      I have read this consent form and have been given the opportunity to ask questions. 
 
 
_______________________ ___________________________________ ________________ 
Name of Participant  Signature of Participant                  Date 
______________________ ___________________________________ ________________ 
Name of Researcher  Signature of Researcher                 Date 
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Annexure K: Independent coder’s report 
 
The experience of midwives with regard to the use of obstetrical triage by 
midwives in the Bojanala District 
Student: Tukisi Kagiso Prince (UJ) 
May  2019 
Coding report: Dr Douline Minnaar 
The process 
The student conducted nine interviews; data saturation occurred. 
All the participants shared detailed experiences of using the triage in their work as 
midwives. 
The examples they shared with the researcher clearly showed the obstacles and 
challenges they face to use the triage tool, which quickly alert to about potential high-
risk patientsso that they can act accordingly. They seemed to be very frustrated 
about not being supported in the high-patient load environments, as well as the low 
staff numbers and support. 
It seems that the obstetrical triage tool needs to be modified to be more effective in 
alerting the midwives about high-risk patients as well as to be more user-friendly. 
The main theme follows. 
The main theme 
The midwives experienced the triage tool to beinadequate; failing the mothers 
and their babies and compromising holistic nursing care. They 
experiencedthat the high influx of self-referred patients and the low staff 
numbers contributed to medical complications and even death. They were 
dissatisfied with management who lacked to support midwives and to provide 
sufficient human and material resources. 
 
THEMES Categories Quotes 
The midwives 
experienced the triage 
tool to be inadequate; 
failing the mothers and 
their babies and 
compromising holistic 
The design of the triage 
tool is not user-friendly 
or reliable and lack 
some vital details;it 
therefore puts the lives 
of the mothers and their 
We will miss the patient 
by not knowing risk 
factors… 
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nursing care babies at risk 
- It does not give a clear 
picture of the patient’s 
condition;therefore the 
midwives were 
sometimes unable to 
diagnose a high-risk 
patient correctly 
- It does not distinguish 
between low and high 
risk 
- It does not alert the 
midwives to medical 
risks 
- There is not enough 
space to elaborate on 
conditions and to plot 
the partogram 
- It does not alert to 
high-risk patients and 
conditions 
- One can miss 
important information 
as it is not organised 
well enough to 
prioritise  
- One must page back 
and forth to get 
information 
- The tool still uses the 
old system to manage 
a positive HIV status 
 
They made some 
recommendations to 
revise the tool for it to 
be more user-friendly, 
 
Life of the baby is 
compromised… 
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holistic and reliable 
- It should have three 
pages of initial 
assessment 
- It should have a 
column for detailed 
vital signs and to 
specify any allergies 
- It should have a space 
to record the 
management of the 
patient 
 
 
They experienced that 
the high influx of self-
referred patients and 
the low staff numbers 
contributed to medical 
complications and even 
death 
The self-referrals,who 
arrived at the hospital 
without being referred, 
caused a high influx of 
patients and 
interruption in the 
midwives’ work 
- The midwives cannot 
refuse to help these 
patients and therefore 
must continue to do a 
full assessment on 
them 
- The self-referrals 
tookup space thatwas 
needed for patients in 
labour 
- The midwives must do 
all the administration of 
these patients such 
asreferringthem for 
antenatal assessment  
Patient who should 
delivered at the clinic end 
up coming to the 
hospital… 
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Staff shortage is a 
major crisis 
- It causes midwives to 
feel burnt out and 
uncared for 
- There is just one sister 
in Admissions, and this 
person also is also 
responsible to fetch 
patients forcaesarean 
sections 
- The midwives in the 
labour ward have to 
manage more than one 
patient at a time 
- If one sister has to 
work in high care, there 
is not enough midwives 
left to manage 
everything 
- Doctors are not 
available as and when 
they are needed, and 
the midwives have to 
wait for hours for their 
assistance  
- Teamwork is 
compromised 
 
The high and 
uncontrolled influx of 
patients and the 
shortage of staff 
resulted in the 
following: 
- maternal deaths and 
 
 
 
 
 
 
One sister in 
Admission…difficult to 
assess 
comprehensively… 
 
 
(triage) ... a tool we are 
supposed to …not using it 
properly… due to the lack 
of staff 
 
 
Few nurses… patient will 
even go into labour 
without being properly 
assessed… 
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new stillborns; 
- foetal distress; 
- missing important 
patient information; 
- delay in care; and 
- patients sleeping on 
the floor or sitting on 
the benches. 
 
They were dissatisfied 
with management who 
lacked to support 
midwives and to 
provide sufficient 
human and material 
resources 
 
Management seemed 
unsupportive ,which left 
the midwives feeling 
dissatisfied and angry 
- They felt overburdened 
and burnt out  
- The felt discouraged, 
seeing that they do not 
receive emotional 
support and 
encouragement from 
management 
- They felt frustrated with 
the ineffective system 
 
A lack of well-defined 
policies force midwives 
to function with limited 
protection,which put 
themselves and their 
patients at risk 
- No policy is in place to 
refer a patient to the 
clinic, which means 
that the patient 
remains the midwife’s 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
We … overworked… we 
crucified…difficult to love 
what you do… 
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responsibility 
- Unclear admission 
policies result in all 
maternity patients 
being admitted to the 
maternity ward, 
although they have 
irrelevant labour 
conditions 
- No policy is in place to 
ensure that patients 
who need an 
ambulance will receive 
continuous care while 
being transported 
 
The infrastructure is not 
supportive of quality 
nursing care 
- There is not enough 
physical space for both 
admissionsand ward 
patients 
- The infrastructure does 
not separate maternity 
and labour cases from 
the rest of the 
hospital’s treatments; 
there is a dire need for 
it to be separated to 
enable focussed 
treatment 
 
The management 
seemed to overlook the 
serious shortage of 
working and available 
equipment, which often 
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times lead to a negative 
outcome for mothers 
and babies.These 
shortages include 
- oxygen points (only 
one available), 
- CTG machines, 
- CTG paper, 
- gloves, 
- catheters, 
- urine bags, 
- medicine like 
Magnesium Sulphate 
and Oxytocins, 
- HB metres, 
- urine sticks, 
- linen and blankets, 
- linen savers, 
- phones and hand-free 
phones, and 
- sometimes no 
electricity. 
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Annexure L: Coding certificate 
 
 
Independent Coder 
 
Dr Douline Minnaar 
minnaarh@gmail.com 
0827966700 
 
I, Dr Douline Minnaar hereby confirm that I have done the coding of qualitative data of 
student Tukisi Kagiso Prince, in May 2019. 
 
The study topic is: 
The experience of midwives with regard to the use of obstetrical triage by midwives in the 
Bojanala District 
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Annexure M: Certificate of language editing 
 
 
 149 
Annexure N: Verbatim transcription from the semi-structured 
interviews 
Transcription 3: Semi structured, face to face and in-depth interview on 
experiences of midwives with regard to the use of obstetric triage by midwives 
in Bojanala District. 
 
Date: 25 March 2019 
Duration: 30 min 12 seconds 
Face to face in depth semi structured interview: between a participant and a 
researcher. 
Central Research question: 
What is your experience of the use of obstetric triage? 
Key: 
R refers to the researcher 
P3 refers to the participant number three in the study 
R 
What is your experience of the use of obstetric triage?  
P3 
I have experienced that most of the time Er! Er! When you are on duty, we don’t 
really get the time to fill up the initial assessment form, some of the reasons would 
be like lot of patients 
R 
Mmmmh! 
P3 
Where there are few nurses on duty, so it will be a trouble filling the initial 
assessment for all the patient, some of them will even go to, into labour without 
being properly assessed. 
R 
Mmmm! 
P3 
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And without Er! Initial assessment being filled properly or correctly or sometimes not 
even filled at all. 
R 
Hmmm! Ok how do you think this is affecting triage?  
P3 
{Clears throat} 
Its affecting our job because Er! Now you have to deal with a patient that you don’t 
even know the situation because without assessi... without assessing the patient you 
will never know what kind of problem you are faced... with this woman, sometimes 
you will be delivering a breech, a very big baby Er!...With a breech presentation, 
because you never assessed the patient. 
R 
Mmmh! 
P3 
When you were in a rush,. now you are faced with this big baby, its breech and you 
never even had a chance to transfer the patient to the hospital 
R 
Hmmm! 
P3 
Immediately after triage,Er! When you are encountering a problem you have to call 
the doctor at the hospital. 
R 
Hmmm! 
P3 
So most of the time Er!... our beds in our Uhmm! Those triage rooms where we 
admit the clients; we don’t have phones, so sometimes you will have to leave the 
client there! 
R 
Hmm! 
P3 
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You must go to your reception and call the doctor. 
R 
Mmmh! 
P3 
Most of the time doctors are not available, they will be in theatre and there will be no 
one to talk to. 
R 
Mmmh! 
P3 
So you will be spending most of the time on the phone than helping the woman, 
when you go to back to the woman the condition has changed, now it’s a problem! 
R 
Mmmh 
any other challenge? 
{....silence...} 
P3 
My biggest challenge is shortage of staff? 
R:  
Mmmh! 
P3 
Because currently we have only 3 professional nurses who are also midwives 
especially during the night, and then we have to admit the client, we have to 
progress the client, we have to deliver the client , so if we are 3 and we have let’s 
just say seven clients it becomes a problem cause you will never know where to go 
because sometimes, the woman is screaming this side the other one is just entering 
the door with head on perineum, sometimes you just even don’t know who to help 
first. 
R:  
Mmmh! So can you elaborate more on this staffing issue. 
P3 
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So ... if there is only one midwife in admission room that’s only one again in progress 
room and there is only one in the delivery, some of these nurses are going to suffer 
and especially in delivery because most of the nights there will be no doctors so the 
one delivering Er! Will need help from the one who is admitting and the one who is 
admitting will be needing help from somebody else who is not even there, so they 
will have to leave the admission room and rush to the delivery room to help the 
midwife  with deliveries. 
R 
Mmmh!  
P3 
So its lot of work and then people are struggling and I also feel that the human rights 
are being violated. 
R  
Mmmh!  
P3 
So we really need more nurses 
R  
Mmmh!  
P3 
Let’s say eight nurses, two in admissions, two in progress rooms, two in labour and 
two in peupereum, because most of the time in peupereum that’s where the problem 
emanate. 
R 
Mmmh! 
P3 
Because you will have delivered  Er! Woman and the woman will be bleeding in 
peupereum wena[ Tswana word meaning you ] you are busy Er! Admitting, you are 
busy progressing and you are busy delivering and you will be just saying the woman 
has delivered a healthy baby the woman is fine, not knowing what is going on 
through the hours you were not with them.  
R 
Mmmm! 
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So you recommend there be more nurses? 
P3 
Yes!  
R  
Any other challenge you face? 
P3 
We also have a challenge of space for admission 
R  
Mmmh! 
P3 
Because there is influx of people in Bojanala maybe most of...Maybe its because of 
the mines. 
R 
Mmmmh! 
P3 
So we have all those women who are booked, who are unbooked, so there...there... 
there...will be having more clients especially during the night we will be having like 
twelve admissions to thirteen admissions. 
R 
Hmmm! 
P3 
And there is no space, we will be having only 2 beds for admission so whilst you are 
admitting this one, this one is Er! They are on the bench waiting on the queue 
waiting for you to admit them 
R 
Mmmmh 
P3 
And some of them will deliver on those chairs 
Researcher:  
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Mmmh 
P3 
And also, we also have a problem with equipment where sometimes some of the 
machines are not even working 
R  
Mmmh! 
P3 
So then we have to improvise or we have to run from one unit to another just to 
borrow the machine and you also need to return Er! The machine to that unit again 
R 
Mmmh!  
P3 
So it is time consuming 
Researcher:  
Mmmh! Can you elaborate on improvising? Improvising exactly what do you mean? 
P3 
By improvising? 
R 
Mmmmh! 
P3 
Sometimes we have to use the manuals not the digital machines which are time 
consuming! 
R 
Mmmmh! Any other challenge? 
P3 
Er! We also have a challenge with Er! The ambulances, sometimes when you 
encounter problem and you want to refer the client. 
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R 
Mmmh! 
P3 
You will have just spent mo, more time calling the doctor and after that you, you will 
be calling the ambulance. 
R 
Mmmh! 
P3 
And then, and then the ambulance will take around two to three hours to arrive just 
to take the woman to the hospital and some of the  client, they deliver anyway in our 
facility when they are meant to deliver in the hospital 
R 
Mmmh!  
P3 
So we encourage those, those problems, so I would really need Er! {clicks tongue} 
Bojanala to come up with a plan like to station the ambulance here at the clinic at the 
health centre that will be focusing on those emergencies. 
R 
Mmmmh 
MD7 
So that we ....we.... we don’t spend hours waiting for an ambulance, so that an 
ambulance can take the woman to the hospital same time. 
R Hmmm! 
P3 
Hmmm! 
R 
Okay any other problem there? 
P3 
{Silence} 
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Uhmm! I am really not sure about Hmmm! so we have already talked about space for 
admissions 
R 
 Yes we are still going to ask for your recommendations, just want you to talk about 
your experience first and then...  
{Participant interjects}  
P3 
Oohh! My other challenge is the space within the labour initial assessment form. 
R 
 Hmmm! 
P3 
The questionnaires they are good, perfect but then the space where we have to write 
everything, we, we sometimes, you cannot elaborate further because of the small 
spaces. 
R 
Mmmh!  
MD7 
  I just wish there was enough space or the second page from the initial assessment 
......I think or! Maybe it should be used for those kind of elaborations 
R  
Mmmmh! Okay! Well was.... 
{Opened her mouth to speak} 
You still have more challenges to add before I can start with the elaboration of 
your...before I can start with recommendations, asking for recommendations from 
you on the challenges you have discussed or have mentioned. 
P3 
Maybe I should go back to discussion of patients with doctors 
R 
Hmmm! 
P3 
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Sometimes when you call the doctor, the doctor will be at the hospital and you will be 
here with the client and then the doctor will be wanting to like change your diagnosis 
because he feels somehow that Er! The woman is not Mmmmh! Is not an emergency 
as such. 
R 
Mmmh! 
P3 
But then you just have to stay here with a patient and then progress the patient 
whereas you know there is a problem.  
R 
Hmmm!  
P3 
SO I need ,I think nurses should up their game in advocating for their patients, 
because once you don’t advocate for patients a problem is going to arise and you 
will be alone there  
R 
Mmmh! So? 
P3 
So!  
{Spoke simultaneously} 
{Sigh} So I don’t know! We really need to be ...decisive if and really advocate for 
those patients because if you leave that situation to take its course then you are the 
one who is going to be having a problem. If you really need to... to refer the patient 
back to the clinic he might as well. 
R 
Mmmh1  
P3 
But you should just do your job! 
R 
Okay..... And then any other challenge? 
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P3 
No  
{Mumbling something ...thinking} 
Ja [Afrikaans word meaning yes] one other addition is when we transfer a very 
serious condition to the hospital. 
R 
Hmmm! 
P3 
Maybe for an example you a referring a previous caeser and then the woman its 
already in labour and labour has progressed, you are going to need someone who is 
advanced to go with the client to the hospital and then we know that we are not 
supposed to escort those kind of patients, so we are asking an advanced from 
EMRS and sometimes we just feel that it is not enough because this person is not an 
advanced midwife. She is just; they are just advanced in their own field so you never 
know what is going to happen with your client. 
Researcher: 
Hmmm! Okay let me just capture that here  
{Researcher write on his notepad} 
Okay so are you satisfied with your response?  
P3 
Yes but there are also... I need to say that we as nurses we also need to have 
teamwork 
Researcher:  
Mmmh! 
P3 
Because without teamwork then patients are going to suffer it’s not about us the 
midwives, it’s about those women, its all about the babies.so if we have teamwork 
and those small{Clicks her tongue}...hiccups wont shake us, we will be having a 
team and will be working towards reaching our goals which is to deliver healthy 
babies care of those women, 
R 
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Okay and then what do you recommend? What is your recommendation regarding 
the space because you mentioned that there is an influx of patients booked and 
unbooked especially during the night and you lack space. So what do you 
recommend? 
P3 
I recommend that the government, the department of health... 
R 
Hmmm! 
P3 
That is Bojanala should build a Gynae Hospital, like this Bojanala area is very big 
and there are many women Er! There are many people in it so we really need to 
separate the....general and Midwifery part, so we really need a hospital in one of the 
hospitals like for instance in Tlhabane we need specific hospital for maternity 
R 
Hmmm! 
P3 
Mmmh! I think that would work but in that Er! Er! Hospital again we also need staff.  
R 
 Mmmh 
P3 
We can’t have a Er! An infrastructure without staff, without medications, without 
equipments. 
R 
Mmmmh! 
P3 
We need all of that 
R 
So what do you recommend is done regarding the ambulance? You said you call for 
an ambulance then you wait for an ambulance, then the patient end up delivering in 
your facility so what do you recommend? Is done regarding the ambulance issue? 
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P3 
I recommend that the ambulance should station here at the facility, we should be 
having an ambulance stationed here twenty four hours. 
R 
Hmmm 
P3 
...Which is going to respond in time to take the client to hospital in time? 
R 
Hmmm! 
{Silence}  
Okay! Shortage of staff is being mentioned  
{Looking back on his field note pad} 
And then the phone!  There are no phones in your maternity section and its very 
difficult now for you to get hold of the doctor you mentioned. What is you 
recommendation regarding that? 
P3 
I recommend that we have Er! Er! Hands free like hands free phones in admissions, 
everywhere so that you can be able to discuss the patient with the doctor whilst you 
are working on a patient. 
R 
Mmmmh!  
P3  
You cannot just leave the patient and run to your reception and call the doctor. 
R 
Mmmh!  
P3 
But then if there is a Er! Er! Hands free phone in...in that particular ward then you are 
able to talk to your doctor whilst you are busy with the patient. 
R 
 161 
Okay! Any additions to what you have said regarding the challenges? 
P3 
Mmmh! {Silence followed by a sigh} I don’t know cause hey cause these are 
problems we have been having for years now.  
R 
Mmmmh!  
P3 
And some of them have never been resolved especially the one ....Almost 
everything. 
R 
Mmmmh! 
MD7: 
The space, the equipments , the ambulance ,the telephones , shortage of staff. 
R 
Mmmh!  
P3 
Its almost the same , this questionnaire on the initial assessment, this maternity case 
record has been here for years now. 
R 
Mmmh!  
P3 
And I really think it needs to be changed somewhere. 
R 
 Okay 
P3 
Somewhere!  
{smiles} 
Researcher: 
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Somewhere? {laughs} 
Be specific, Where particularly? 
P3 
Especially on the initial assessment form  
R 
Mmmh! 
P3 
Something needs to be done with this initial assessment form. The space is so 
limited. 
R 
Okay! Any additions? 
P3 
I don’t have any additions 
R 
Mmmh 
P3 
But I would like to say I am happy with the questions I have been asked today! 
R 
Mmmh 
P3 
And I also think that I was able to answer the correctly and that my 
recommendations will be considered and there will be change 
R 
So Ja [Afrikaans word meaning yes] this is qualitative research and there is no right 
or wrong answers. Then having conducted this interview with you, after data analysis 
process, after data collection and analysis process have been concluded I will be 
contacting you once more so that you can see the final results of analysed data so 
that you can give validation that this is indeed part of your viewpoints. So you might 
just be delighted to see that your recommendations and everything you have 
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mentioned has been captured and if not you can still have an opportunity to mention 
that your viewpoints are not captured and we will still discuss it.  
P3 
Okay! Thank you! 
Researcher: 
Thank you so much for your participation once more and for the invaluable 
information! 
P3 
Okay! Thank you 
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Annexure O: Comprehensive obstetric triage tool 
Patient name:      DOB:   AGE:        
G: P: M:  
            
VITAL SIGNS :Date: 
                       : Time: 
RECENT BLOOD RESULTS PREGNANCY INDUCED CONDITIONS 
BP:  HIV:  PRE –ECLAMPSIA: 
P:  RH:  GESTATIONAL DIABETES: 
T:  RPR:  ANTEPARTUM HAEMORRHAGE: 
R:  HB:  OTHER (PRE-EXISTING) 
HGT:  Summary of management: Summary of management: 
U: P G B L LEU K PH   
         
  
W:    
MUAC:    
SIGN:    
HIGH RISK  
LOW RISK  
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ABDOMINAL  EXAMANATION FINDINGS  ADMISSION CARDIOTOGOGRAPH 
INSPECTION: Baseline Heart Rate  
Size  Baseline Variability  
Shape  Accelerations  
Scars  Contractions  
Fetal Movements  DECELERATIONS 
PALPATION: Early  
SFH  Late  
Lie  Variable  
Position  Mixed  
Presentation  INTERPRETATION 
Engagement   
Estimation of liquor   
Palpable Contractions 
(Specify) 
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INITIAL PER VAGINAL EXAMANATION FINDINGS  ASSESSMENT OF PELVIS ADEQUACY 
 AP Diameter  
Dilatation  State of Sacrum  
Effacement  State of the coccyx  
Position  State of Ischial spines  
Presentation  Station  
Application  Caput  
State of Membranes  Moulding  
Liquor  INTERPRETATION 
Discharges  
Show   
Bleeding   
INTERPRETATION  
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FINDINGS OF GENERAL EXAMINATION ( Head to toe) PSYCHOLOGICAL STATE ON ADMISSION 
  
  
  
  
  
  
ADMISSION SONAR 
Estimated Gestational Age  Placental site  
Bi-parietal diameter  Liquor Volume  
Femur Length  Fetal movements  
Heart beat  Fetal Lie  
INTERPRETATION 
 
 
 
Signature of the doctor: Date: 
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ADMISSION HISTORY 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Diagnosis:  
Classification:  
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MIDWIFERY CARE 
PROBLEMS: CARE PLAN: 
  
  
  
  
  
  
  
  
 
Signature of the Midwife:         Date:       
Signature of the Doctor:          Date:       
 
 
 
